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Abstract 
This is a practicum report. It is about my experience as a practicum student 
at Northern FIRE 1: The Centre for Women's Health Research at the University of 
Northern British Columbia, working on a project funded by Status of Women 
Canada, entitled Women North, between May 3 and August 30, 2002. In this report, 
I discuss my interest in health and the importance of focussing on the health and 
wellness of women, especially women living in the northern, rural, and remote 
communities of British Columbia. I describe the practicum setting and my 
practicum experience. Most importantly, I discuss the implications for social work 
practice and make some practical recommendations. Intertwined with this, I review 
the theories that guided my practice, the policies that impacted the project's 
development, and the practice issues that arose from my practicum experience. 
1 FIRE is an acronym for Feminist Institute for Research and Evaluation. 
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Introduction 
This paper reports on my practicum experience at Northern FIRE: The 
Centre for Women's Health Research at UNBC (hereinafter referred to simply as 
Northern FIRE), where I assisted in the implementation of a community 
development/participatory action research (PAR) project entitled Women North. 
Status of Women Canada (SWC) provided the main source of funding for the 
project with a small additional grant that was later awarded by the Canadian 
Institutes of Health Research (CIHR). The University of Northern British Columbia 
(UNBC) also helped resource the project by providing in-kind support. 
Women North was designed to facilitate the development of a network of 
women and women's organizations throughout northern British Columbia2. Its 
intent is to improve the lives of women living in rural and remote communities in 
northern British Columbia (BC) through the process of building community and 
increasing awareness of social and health policy issues that impact our well being as 
women. 
The purpose of a practicum is "to allow students to develop and refine 
practice skills while evaluating practice process and outcomes" (UNBC, 2002, p. 
20). Thus, I am hopeful that this report will act as a testament to my growth and 
learning during my studies. I am also hopeful that it will contribute to increased 
understanding among social workers and students of the importance of linking 
2 The definition of northern British Columbia, as defined by the Women North project, is all 
communities north of Prince George, BC. This includes the geographical area extending west up to, 
but not including, the Queen Charlotte Islands, north to the Yukon border and east to the Alberta 
border. 
policy and practice (i.e., the personal is political), a central tenet of structural social 
work education (Ife, 1997; Mullaly, 1997). 
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Exposed to several critical theoretical perspectives as a student at UNBC's 
structural-focused master of social work program, I have gained important insights 
from feminist theorists (Bourgon & Guberman, 1993; Code, 1993; Davis, 1994; 
hooks, 1984; Saulnier, 1996), First Nations worldviews (Anderson, 2000; Brown, 
Jamieson, & Kovach, 1995; Hart, 2001; Stevenson, 1999; Tuhiwai Smith, 1999), 
and structural and anti-oppressive social work scholars (Carniol, 2000; Ife, 1995, 
1997; Mullaly, 1997, 2002). As a result, I have become more critical about my 
work as a social worker in the mental health system. The timing of this learning 
experience has been very useful to me in that following ten years of front line 
practice, I was beginning to question the effectiveness of direct social work practice. 
The Social Policy Context 
The controversy in social policy mostly revolves around issues of cost 
(Brooks, 1998). In the federal (Liberal) government's attempt to reduce 
expenditures over the last several years, virtually every established social program in 
Canada underwent fundamental reconsideration. The federal government made 
major changes to employment insurance, old age security was replaced by the 
seniors benefit which featured an income test that wiped out benefits to millions, 
federal family benefits were replaced by the non-universal child tax benefit program, 
and less financial support was given for social programs by reducing transfer 
payments to the provinces (Addario, 2003; Armitage, 1996; Canadian Council for 
Social Policy Alternatives, 1997; Olson, 2002). 
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Notwithstanding the retrenchment of transfer payments to the provinces, the 
federal government has made it clear to the provincial governments that they must 
continue to publicly administer health care while respecting the other four principles 
of the Canada Health Act- accessibility, portability, universality, and 
comprehensiveness (Brooks, 1998). Consequently, provincial governments 
reviewed their health care systems, and services were cut and benefits reduced 
(Armstrong & Armstrong, 1996). In British Columbia, this has lead to the de-listing 
of more and more medications, service reductions, job losses, and the impact of this 
retrenchment policy has yet to be fully realized. Nevertheless, the drastic cuts that 
have already been made to the social service sector are likely to produce devastating 
effects on the health of the most vulnerable and oppressed in our communities. 
The Romanow Commission on the Future of Health Care in Canada 
On April 3, 2001, in response to the discontent about health care and 
recognizing that polling results indicated that this was Canadian's highest ranked 
issue of concern, the federal government appointed Roy Romanow, lawyer and 
former Saskatchewan premier (NDP), to head the Commission on the Future of 
Health Care in Canada (CFHCC) (CFHCC, 2002a). The Commission proceeded in 
two phases. The first phase was considered the "fact finding" phase and its purpose 
was to identify gaps in service. In February 2002, an interim report (Shaping the 
Future of Health Care) was produced. It contained a number of items of particular 
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interest to my practicum. These include dissatisfaction with the system's lack of 
integration, accessibility problems for people living in rural, remote, and northern 
communities, and the acknowledgment that there is a growing body of evidence that 
social determinants significantly impact health outcomes (CFHCC, 2002a). 
Social Determinants of Health: 
In regards to the Commission' s acknowledgement that social determinants 
"have a significant impact on health outcomes" (CFHCC, 2002a, p. 33), it is 
interesting to note that the Canadian Chamber of Commerce and the Business 
Council on National Issues were consulted as stakeholders, yet the Canadian 
Association of Social Workers was not. As I first read the report, I seriously 
questioned how committed the Commission was to understanding how social 
determinants actually impact the health of Canadians, as I thought that social 
workers would be knowledgeable about such matters and forefront in the literature. 
Some might say that this omission simply conveys our lack of status within the 
health care system. However, it made me ponder further. .. perhaps social workers 
have not been actively involved in the health promotion movement because Uust like 
me) they have been focusing their energies on working with individuals. 
Remodelling or New Paradigm?: 
The Commission's interim report also notes that there is some debate as to 
what portion of the health care budget should be dedicated to the promotion of 
health and wellness as opposed to acute care services. Mr. Romanow wrote, "The 
Medicare house needs remodelling, but not demolishing" (CFHCC, 2002a, p. 2). 
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From this statement, it seemed obvious that "remodelling" meant the Commission 
would be focusing all of its energies on making the system as cheap as possible. He 
proposed four ways of cutting costs: more public investment, additional user fees, 
allowing private providers, or reorganizing how health care is delivered. 
At that time, my critique was as follows. Since the Canada Health Act 
currently only covers the costs of doctors and hospitals, simply pumping more 
money into the system would probably mean educating and hiring more physicians 
and nurses and buying more expensive equipment. This, however, does not equate 
with addressing the deficiencies in the system. As has been stated elsewhere 
(Brooks, 1998; Smith, 1995), spending more on health care does not ensure better 
health for the population. This is because our current system is based on "sickness 
care instead of health care" (Smith, 1995, p. 125) and is reactive instead of 
proactive. 
Adding more user fees, as per Mr. Romanow's second proposal (CFHCC, 
2002a), would only add to the lower health status experienced by the poorest in our 
communities- disproportionately women and especially First Nations, visible 
minority women and women with disabilities (BC Ministry of Women's Equality, 
2000) -because they would not have the means to pay. There are already many 
health care services that few can access due to lack of coverage and excessive user 
fees, e.g., dentistry, chiropractic services, optometry, and podiatry. In addition, 
adding user fees does not address the underlying problems with the system. 
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Allowing private providers, as per Mr. Romanow's third suggestion 
(CFHCC, 2002a), is one step worse than imposing additional user fees, as it further 
legitimizes what has already become a two-tiered system where the poor will not get 
sufficient health care coverage. Possibly the best solution is a complex one-
transform the system so that we improve our health and make the health care sector 
more sustainable, by collaborating with other sectors, focussing on health and 
wellness strategies, and increasing citizen participation. 
Final Report- Building On Values: The Future of Health Care in Canada 
During the final stages of constructing this report, the Commission 
completed phase two - consultation with health stakeholder groups and individuals 
about the direction Canadians want our health care system to take. The 
Commission's final report, entitled Building on Values: The Future of Health Care 
in Canada (CFHCC, 2002b ), was released on November 28, 2002. In contrast to 
my reaction of the interim report, I was excited and hopeful when I read the final 
report. I thought that perhaps I had become too cynical and for the first time in a 
very long time I felt proud to be a Canadian. This is because Mr. Romanow actually 
acknowledges and discusses the inadequacy of health care for people living in rural 
and remote parts of Canada due to access problems and poor health outcomes and 
the need to focus on preventing disease and promoting healthy lifestyles. He ties 
this into the social determinants of health - the need for public housing, education, 
and improved social services - acknowledging that this is the best way to sustain the 
health care system in the long-term. He notes that injecting more money is 
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necessary, but not the answer for an improved and sustainable system. Instead, he 
writes that in the 21 st century our concept of Medicare must include more than just 
increased numbers of doctors and hospitals. He recommends that money be 
specifically earmarked for change in a variety of areas including a rural and remote 
access fund and primary health care3. Clearly, this is exciting in that the report 
builds from a values base stating that Canadians want a universal health care system 
for all of our citizens, but that the system requires transforming from one that is 
fragmented and focused on managing illness, to working collaboratively across 
sectors and includes health prevention and promotion right through to end of life 
care (CFHCC, 2002b ). 
Practicum Report Overview 
My intent in this paper is to report on the Women North project. In doing so, 
Chapter One will set the context for choosing this practicum by sharing my story of 
how I began working in the health care system, how my understanding of health has 
evolved as a result of my practical and academic experiences, and my interest in the 
Women North project. In Chapter Two, I provide an overview of the literature 
regarding definitions of health, the social determinants of health, gender and 
geography as determinants of health, women ' s health in northern, rural, and remote 
communities, and the role that women-centred care, community development, and 
participatory action research can play in improving women's health. Chapter Three 
3 Considered the best way to provide services for women because primary health care covers the full 
range of services (preventive, promotive, curative, supportive, and rehabilitative) which are 
integrative across disciplines and sectors, not requiring a physician to be the main point of entry to 
the system for services and includes community participation in planning, organization, operation, 
and evaluation (Hills, 2002). 
will include a description of the practicum setting and my experience as a member 
of the project team. In Chapter Four, I discuss the methodology for data gathering 
and an analysis of the Women North project. Chapter Five undertakes a discussion 
of the results of the preliminary findings at the time I completed my work with the 
project. Finally, Chapter Six discusses the implications of this type of work for 
social work practice and education. 
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Chapter One - My Standpoint 
I have been employed in health care for the majority of my working life. 
Shortly after completing grade 12, at the age of 17, I got my first job in the field. I 
was employed as a health care worker4 at Riverview Hospital5. Even though my 
lack of knowledge was probably glaringly obvious during the hiring interview, I am 
sure that among other things I was given the opportunity because my aunt, uncle, 
and mother worked there. 
I learned a lot about mental illness, the need for good communication, and 
the importance of working as a team within the first two years that I worked there. 
However, working on-call, on all three shifts of all twelve wards in the geriatric 
division made me feel disconnected, easily replaceable and bored. By the age of 
twenty-one, after four years of being a frontline worker, and having little power or 
knowledge about how to effect change, I found the routine monotonous and I 
wanted to experience something new and challenging. Having few financial 
resources and little awareness about how to access the educational system, I took a 
six-month legal secretarial course in the day, while working evenings. After two 
months as a legal secretary, I felt just as much, if not more, powerless. This was 
accentuated by poorer wages and a very pronounced segregation between men and 
women. This experience motivated me to pursue information about and mobilize 
4 A frontline worker who is responsible for the direct personal care of patients. Health care workers 
are supervised by nurses. 
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5 Riverview Hospital is the only provincial tertiary care mental health facility in BC, opening in 1913. 
In 1956, at its peak, it provided services for 4,306 people. Since that time, thousands of beds have 
been closed and today it provides services for less than 800 people. 
resources in order to attend university. Following graduation with a BSW, I was 
offered employment back at Riverview Hospital. 
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With a certain amount of dread, as it felt like I was taking a step backward, I 
returned, but this time as a social worker. Much to my surprise, this ended up being 
a more positive experience than I expected. I noticed that my new position gave me 
more status within the organization, which translated into more professional 
development opportunities and more control over the structure of my day and of my 
work. Knowing how undervalued I felt as a health care worker, I regularly 
acknowledged the contributions of health care workers and I made attempts to 
involve them in structures they had previously been excluded from, such as family 
meetings. Nevertheless, I was a new social worker working in a system that was not 
developed in a way to allow full participation of all staff and patients. 
Since that time, I have worked in three other mental health environments 
here in BC: an accredited psychiatric hospital within a maximum-security federal 
penitentiary, a mental health centre, and a forensic psychiatric services clinic. Not 
knowing any other way to practice, I have focussed on working with individuals 
without any understanding of how my work was (or was not) linked with macro 
practice. To some extent, this is understandable considering that most of the 
textbooks I was taught from during my undergraduate degree accepted the status quo 
and focussed on working with individuals (e.g., Compton & Galaway, 1989; Egan, 
1990; Garvin & Seabury, 1984; Shulman, 1984). 
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In addition to my understanding of how powerless those working in the 
health care system can feel, in recent years I have also developed a deeper 
understanding of the powerlessness experienced by people trying to access the 
health care system. By critically examining my own experiences as "a patient" and 
from numerous observations and stories shared by people and their families 
attempting to access services, I have come to view our health care system as 
hierarchical, over-medicalized, and fragmented. Physicians, who often pay little 
attention to an individual's social, emotional, and economic status due to time 
constraints imposed by a fee-for-service system, are at the top of the hierarchy and 
act as gatekeepers to many services and supports. It is usually left to their discretion 
to decide whether a referral to another health care provider is in the "patient's best 
interest" even though diagnoses are often made without having a full appreciation of 
the context of people's lives. Many writers/researchers have commented on these 
patterns in the past (e.g., Frankel, 1994; Mendelsohn, 1981; Warshaw, 1994). 
Based on my practical experience combined with graduate courses focused 
on community practice questions arose for me about my work and what could be 
done differently. Moreover, a specific graduate course entitled Women: Policy and 
Practice made me want to focus on the unique health issues of women and to 
develop a better understanding of how a feminist organization works. I also wanted 
a better understanding of the link between practice and research and the opportunity 
to gain direct research skills. It was this combination that sparked my interest in 
doing a practicum at Northern FIRE: The Centre for Women's Health Research at 
UNBC. 
Although I chose a practicum focussing on the health of women, in no way 
does this minimize the difficulties that men may experience or negate the fact that 
they too have health concerns specific to their biological and social circumstances. 
If men's health is of particular interest to the reader, consider reviewing a new 
publication entitled The Harvard Medical School Guide to Men's Health (Simon, 
2002), a compilation of information related to men's health, which draws on 
numerous studies completed over the past 25 years. 
12 
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Chapter Two - Literature Review 
There are several bodies of knowledge that have contributed to a more 
meaningful practicum and a deeper understanding of this work. They include 
northern, rural, and remote social work practice (Brownlee, Delaney, & Graham, 
1997; Collier, 1993; Delaney, 1995; Delaney, Brownlee, Sellick, & Tranter, 1997; 
Delaney, Brownlee, & Zaph, 1999; Ingebrigston, 1985; McKay, 1987; Nygren, 
1992; Schmidt, 2000; Zapf, 1991, 1993, 1999), the social determinants of health 
(Berkman & Kawachi, 2000; BC Centre of Excellence in Women's Health, 2000; 
Health Canada, 1999; Kilshaw, 2002; Marmot & Wilkinson, 1999; Wilkinson & 
Marmot, 1998), women-centred health care (Barnett, White, & Horne, 2002; Health 
Canada, 1999; Hills & Mullet, 2002; Vancouver/Richmond Health Board, 2001), 
community/community development (Adamson, Briskin, & MacPhail, 1988; 
Bishop, 2000; Delgado, 2000; Godway & Finn, 1994; Ife, 1995; Kretzmann & 
McKnight, 1996; Lee, 1986; McKnight, 1995; Newman Kuyek, 1990; Ricks, 
Charlesworth, Bellefeuille, & Field, 1997; Roberts, 1982; Schwartz, 1997; 
Shambhala Sun Online, 2000; Smith, 1995; Specht & Courtney, 1994), feminist 
theories and practice (Abramovitz, 1995; Bourgon & Guberman, 1993; Code, 1993; 
Saulnier, 1996), feminist research methodologies (Gatenby & Humphries, 2000; 
Kirby & McKenna, 1989; Maguire, 1987; Reinharz, 1992; Tornm, 1989), action 
research methodologies (Greenwood & Levin, 1998; Stringer, 1996), and the 
literature on participatory action research methodologies (Barnsley & Ellis, 1992; 
Fals-Borda & Anisur Rahman, 1991; McTaggart, 1997; Minkler, 2000; Morris & 
Muzychka, 2002; Wadsworth, 1998). This is not an exhaustive list. Rather, these 
are some of the readings that have informed and hopefully will continue to 
transform my practice. 
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In this chapter, I discuss the concept of health and the social conditions that 
determine health, particularly the two determinants most relevant to my practicum 
experience (gender and geography). I also discuss women-centred care, community 
development, and participatory action research. 
Definitions of Health 
Health is a state of physical, mental, and social well being and not merely the 
absence of disease or infirmity (World Health Organization, 1978). Although there 
are numerous definitions of health, this one has been "the most influential" during 
the last century (Rootman & Raeburn, 1994, p. 58). The World Health Organization 
(WHO) first introduced this definition in 1947 (Rootman & Raeburn, 1994). Since 
that time, it has been adopted internationally (WHO, 1978), federally (Health 
Canada, 1999) and provincially (British Columbia Royal Commission on Health 
Care and Costs, 1991). First Nations (King Hooper & Hagey, 1994), women 
(Cohen, 1998) and most recently the CFHCC (CFHCC, 2002b) have also included 
spiritual well being within this definition. 
The Social Determinants of Health 
Evidence has shown that the population's health and wellness is determined 
by a complex set of factors that are "often beyond individual control" (Wilkinson & 
Marmot, 1998, p. 7) and referred to as the social determinants of health (Marmot & 
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Wilkinson, 1999; Wilkinson & Marmot, 1998). The evidence shows that not only is 
health affected by the type of care or services provided, or by our biology or 
genetics, but by numerous other factors such as our socio-economic status, our 
relationships and support systems, our stress levels, and our workload (Marmot & 
Wilkinson, 1999; Wilkinson & Marmot, 1998). 
The Canadian federal government has chosen to include biology, genetics, 
and personal responsibility within this mix and simply refer to these factors as the 
determinants of health. In total, twelve determinants of health are recognized 
(Health Canada, 1999): 
1. Income and social status; 
2. Employment; 
3. Education; 
4. Social environments; 
5. Physical environments; 
6. Healthy child development; 
7. Personal health practices and coping skills; 
8. Health services; 
9. Social support networks; 
10. Biology and genetic endowment; 
11. Gender; and, 
12. Culture. 
Over time this list is sure to evolve as research reveals new information about the 
factors and conditions that influence and/or contribute to health. 
This new approach of focusing on the full range of health determinants as 
opposed to only the risks and clinical factors related to particular diseases is called 
population health (Hamilton & Bhatti, 1996). Traditional (Eurocentric/Western) 
medical and health care thinking deals with individuals who already have health 
problems or are at a significant risk of developing one, while population health 
strategies are designed to be preventive in nature and to improve the health of an 
entire population of people (Berkman & Kawachi, 2000; Health Canada, 1999; 
Marmot & Wilkinson, 1999). 
In 1993, BC's provincial health officer at the time (Dr. John Millar) stated 
that poverty, social inequities, lack of education, unemployment and lack of social 
supports, as well as discrimination, violence and crime have a more important role 
in causing poor health and premature death than more commonly identified 
behavioural risk factors such as smoking, lack of exercise, and choice of diet. 
Further, it was his opinion that social determinants contribute about 50% towards a 
population's health- the same as all of the other four determinants of health 
combined (biological influences, health behaviours and skills, health services, and 
physical environment) (Northern and Rural Health Task Force, 1995). 
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In the next section, I will be focussing on two determinants of health that are 
of particular importance to this paper and are currently getting a lot of attention by 
researchers concerned about improving the health of women and of people living in 
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northern, rural, and remote communities- gender and geography. Research has 
shown that factors that contribute to health can be different for men and women and 
for those living in urban areas, instead of the northern, rural and remote 
communities of BC. 
Gender as a Health Determinant 
Gender is a determinant of health, not simply because of our biological 
differences, but because of the social and economic differences we experience 
because we are women (Health Canada, 1999). Although women live longer than 
men, we experience more chronic health conditions, such as, osteoporosis and 
disability (Hills & Mullett, 2002). Women are also more likely to experience 
depression, stress overload (often due to efforts to balance work and family life), 
and injuries and death at the hands of our intimate partners (Abbot & Williamson, 
1999). We are more likely to seek acute medical care, be hospitalized, and use more 
prescription medications than men (Greaves, 2000). We comprise the vast majority 
of single parents and unpaid caregivers for children, the sick and the elderly, are 
underrepresented in positions of power, and have more roles and responsibilities 
(Allen, 2000; Grant & Ballem, 2000). We are less educated and employed in lower 
paying and less stable jobs (Abramovitz, 1995; BC Ministry of Women's Equality, 
2000; Davis, 1994). We are also less likely to be able to afford medications, 
transportation, and childcare and we are less likely to have someone to assist us 
when returning home from the hospital (BC Ministry of Health and Ministry 
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Responsible for Seniors, 1999; Greaves, 2000). These differential experiences lead 
women to have poorer health outcomes and to experience illness more often. 
Geography as a Health Determinant 
In 1991, the BC Royal Commission on Health Care and Costs documented 
the decreased health status that people living in northern, rural, and remote areas of 
BC experience. This decreased health status is determined by higher than average 
rates of infant, accidental, alcohol-related, suicidal and homicidal deaths and lower 
than average health-care resources (The BC Royal Commission on Health Care and 
Costs, 1991). 
In 1994, the then Minister of Health, Paul Ramsey (NDP), appointed a 
Northern and Rural Health Task Force to determine and address the health needs of 
residents of northern, rural and remote communities (Northern and Rural Health 
Task Force, 1995). The Task Force reiterated once again that people living in the 
northern, rural, and remote communities of BC generally live shorter lives (Northern 
and Rural Health Task Force, 1995). In total, the Task Force made 129 
recommendations for improving the health status of BC residents living in northern, 
rural and remote communities. The recommendations are made from a population 
health approach stating that we should not expect to achieve health equity from 
within the health care system, but through a coordinated effort across government 
ministries. Further, it commented on the lack of research in the area of northern, 
rural and remote health care and recommended the establishment of a rural health 
institute for research and policy development. This research institute was 
established at UNBC through a grant from the BC Ministry of Health, which 
commenced in December 2000 and will expire in March 2005. It also specifically 
recommended that gender differences in health be studied and that the needs of 
women be addressed in research and services. 
Women's Health in Northern, Rural and Remote Communities 
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Notwithstanding the recommendations made by the Task Force, in January 
2000, a Rural and Remote Health Conference was organized in Prince George 
(Manson & Thornton, 2000), which did not identify women as an "at risk" 
population. In response, several local female health care providers boycotted the 
event (L. Anderson, personal communication, November 1, 2001). This is an 
indication that women's unique health concerns continue to be discounted and 
overlooked. Women's health issues in northern, rural, and remote areas can be 
significantly different than in urban areas. Isolation, fewer social, educational, and 
health supports and harsher climates making transportation more difficult are some 
of the factors that account for this disparity (Lei pert, 1999). Previous research done 
by Northern FIRE (called the Northern Secretariat at the time) has identified other 
areas that decrease the health status of women living in the north. These include 
(Northern Secretariat, n.d.): 
1. Reduced employment opportunities because of the high levels of 
seasonal employment and the instability of resource-based economies. 
2. Decreased opportunities for social and leisure activities. 
3. Concerns about confidentiality. 
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4. Harsh climates and geography, which increase isolation and erect barriers 
to travel and transportation. 
5. Internal and external transient migration patterns. 
These issues add up to decreased health status, which equates to a shorter 
lifespan. Northern FIRE notes that a woman living in the north will live, on 
average, seven years less than a woman of similar age and circumstances as a 
woman living in the southern part of British Columbia and a First Nations woman 
living in the north will live, on average, eleven years less than a woman living in the 
south. 
Women-Centred Care 
Even though Canadian women have one of the highest life expectancies in 
the world (Health Canada, 1999) and make up more than 50% of the population 
(Greaves, 2000), women have not been treated equitably by our health care system 
(Health Canada, 1999). Women are not a homogeneous group. Ability, age, 
ethnocultural background, sexual orientation, and social class have varying 
influences on women's health and on their interactions with the health system, yet 
not a lot of research has focussed on the differences between groups of women 
(Greaves, 2000). 
Only in the early 1990s did the government of BC recognize women's health 
as a fundamental issue for government attention (BC Ministry of Health and 
Ministry Responsible for Seniors, 2000; Fuller, 1999). Since the vast majority of 
health research has been conducted by men on men, far less is known about 
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women's health than men's health (Greaves, 2000; Hills & Mullett, 2002). 
Applying these results to women has led to inappropriate and ineffective 
interventions and health care has only recently become more sensitive to the unique 
needs of women, recognizing that women and men should not receive identical 
health care services (BC Ministry of Health and Ministry Responsible for Seniors, 
1999; Greaves, 2000). Excluding women from health research results in data gaps 
and problems with validity (Health Canada, 1999). Shockingly, only in September 
of 1996 did Health Canada update its regulatory guidelines to require that drug 
companies include women in clinical trials to the same proportion that are expected 
to use the drug (Health Canada, 1999)! 
For years, feminists have written about patriarchy and how sexism permeates 
all of society's major institutions, leading to the discrimination and oppression of 
women (Bourgon & Guberman, 1993; Davis, 1994; hooks, 1984, 2000; Ife, 1995). 
Starting in 1995, the Canadian federal government adopted a policy requiring that 
all of its departments and agencies perform gender-based analyses on all future 
policies and legislation (Status of Women Canada, 1996). In 1999, Health Canada 
vowed to work with other government departments to promote a holistic, multi-
sectoral approach to health and social policy development and to integrate gender 
into all of its programs and policies by conducting gender-based analyses (Health 
Canada, 1999). 
Several models (see Horne, Donner, & Thurston, 1999) of women-centred 
health care have been developed. Generally, the key aspects are making sure that 
22 
policies and programs are participatory, empowering, respectful of diversity, 
holistic, comprehensive, and individualized with a focus on social justice and safety 
(BC Centre of Excellence in Women's Health, 2002; Vancouver/Richmond Health 
Board, 2001). 
As noted above, incorporating a gender-based analysis into policies is an 
absolutely essential part of improving the inequity that women, especially women 
living in the northern, rural and remote parts of BC, experience in their health status. 
However, most health service delivery models are light years away from 
incorporating these principles. Because of this and because this population -
women living in northern, rural and remote communities- experiences a 
significantly lower health status, this population is considered an appropriate focus 
for community development (Saskatoon District Health Community Development 
Team, & Labonte, 1999). 
Community Development 
Many terms in the community development literature are used 
interchangeably, such as adult education, community work, community organizing, 
community action, community intervention, and community practice (Ife, 1995; 
Lee, 1986). Similarly, there are also many definitions of community development 
(Green & Haines, 2002). According to Hardcastle, Wenocur, & Powers (1997) 
community development is "the practice of helping a community ... to be a more 
effective, efficient, and supportive social environment for nurturing people and their 
social relationships". Similarly, Ife (1995) considers community development to be 
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the process of re-establishing community structure. According to McKenzie and 
Smeltzer (2001), there is not one, but many methods for organizing a community for 
change. Rothman (2001) says that there are three main approaches to community 
development and organizing for change - locality development, social planning, and 
social action. Each of these approaches varies in a number of ways, but all aim to 
bring about change collectively rather than individually (McKenzie & Smeltzer, 
2001). Rothman (2001) recognizes that people organizing for change do not use 
each of these approaches in a discrete fashion . Rather, people working to bring 
about community change employ combinations of these approaches. Situated in the 
space between locality development and social action is where conscientization falls 
(Rothman, 2001), a term which is considered the equivalent of consciousness-
raising (Ife, 1995, 1997; Newman-Kuyek, 1990; Payne, 1997). 
Conscientization involves three components: linking the personal and the 
political, learning how to creatively construct an alternative vision, and becoming 
aware of structures and strategies that one can participate in and take action to work 
towards that alternative vision (Ife, 1995). Nevertheless, conscientization is not 
prescriptive. It is a process of learning by reflecting on oppressive social structures 
(Payne, 1997). Conscientization is a process that is used in PAR, the research 
methodology that was used for the Women North project. PAR will be discussed 
further in the next section. 
Conscientization employs any number of methods whose purpose is to get 
"closer to the truth" (Sarachild, 1978) while providing a means for organizing and 
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action. The hope is that this will lead to further truths and/or thoughtful, purposive 
action. Conscientization is a term coined by Paulo Freire (2002) while working with 
people living in poverty in Latin and North America (Fals-Borda & Anisur Rahman, 
1991), while consciousness-raising is a term used by some feminists when working 
with women (Reinharz, 1992). 
Like those participating in locality development, those who start the process 
of conscientization may believe that the community is basically orderly and stable, 
unified by a shared culture and values, and marked by a consensus of its form and 
institutions. However, participation in conscientization may provide new 
realizations about the inequalities in society, which can in turn lead to social action. 
This type of social action could be about making small, individual changes, which 
could cause the ripple effect leading to changes in our relationships and in our 
community (Newman-Kuyek, 1990), or it could involve participation in large 
political organizations, or both. 
In regards to the nature of social problems, conscientization lets us see that 
our problems are not about individual defect and that individual experience does not 
occur in a vacuum; it is our encounter with the social and cultural context of our 
lives that acts to inform and transform the inner meaning of that experience. It is 
about learning about our collective experience. This helps us to become aware of 
our oppression and the oppression of others and for us to take action when and 
where appropriate. This is in comparison to the social planning model, which thinks 
that experts, not individuals, are in the best position to figure out how to solve 
problems. 
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Conscientization embraces grassroots organizing (Fals-Borda & Anisur 
Rahman, 1991). This characteristic makes it similar to locality development and 
contrary to a social planning perspective, which relies heavily on experts. It can 
lead to greater empowerment when we are able to identify patterns of oppression 
and imbalances in power within a forum of collective inquiry with the opportunity to 
explore group solutions. It helps people to see, understand, and stand up to various 
forms of oppression, whether for ourselves or for others, because by freeing others, 
we free ourselves. It provides the "soil" (Newman Kuyek, 1990) for long-term 
change and it can help us strive to be what we want the world to be. 
Participatory Action Research 
PAR was the stated research methodology for the Women North Project. 
This form of methodology is a popular choice for critical social scientists and social 
workers because PAR "promises to connect local action to large-scale, progressive 
social change" (Healy, 2001, p. 93). Critical social science employs a variety of 
methods- both quantitative and qualitative (Israel, Schulz, Parker, & Becker, 1998), 
although qualitative methods are mostly relied on. In fact, critical social scientists 
usually believe that the method of acquiring knowledge is not as important as 
bringing about social change (Marshall & Rossman, 1995; Minkler, 2000). Social 
scientists of this ilk consider knowledge to be a form of power, a process of 
combining research with social action, while seeking to raise consciousness (Rose, 
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2001 ). Those operating as critical social scientists believe that research that does not 
reflect on and analyze the social context from which it springs serves only the status 
quo and does not enable us to interact with and change society (Neuman, 2000). 
Although some people have claimed that research is capable of representing 
everyone equally because it is done in an objective, non-involved manner, some 
feminists and some oppressed groups have been challenging such positivist claims 
(Kirby & McKenna, 1989; Maguire, 1987; Reinharz, 1992; Ribbens & Edwards, 
1998; Tuhiwai Smith, 1999). They say that research has not been objective and that 
it does not represent their experience. Rather, they argue that research and 
knowledge are produced in a manner that represents the political and social interests 
of a particular group. They point out that research has often been a tool of 
domination, which has helped perpetuate and maintain current power relations of 
inequality. Some maintain that the positivist argument for distance, objectivity and 
the elimination of researcher bias is impossible to achieve in any research, 
regardless of methodology, not least because our perspective will determine what we 
study, what or whom we include in the research and how we present our data (Kirby 
& McKenna, 1989). Community-based, participatory, action, and some feminist 
research methodologies come under the critical social science umbrella. Although 
these methodologies have some differences (Minkler, 2000), at their core is the 
intention to change existing social structures. Action research, according to 
Greenwood and Levin (1998), generates knowledge in order to promote social 
change and social analysis. The focus of an action research project is to increase the 
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capacity of those involved and it espouses the values of democracy and 
participation. It is not required to be qualitative in nature although the Women North 
project was. 
Some say these forms of research have only been around since the 1970s 
(Healy, 2001; Maguire, 1987), while others say "for at least seventy years" 
(Wadsworth, 1998, p. 1). Regardless of whether it's 30 or 70 years, it's safe to say 
that PAR is relatively new, and that increasing numbers of researchers are becoming 
aware of its value and therefore using it more (Minkler, 2000). Theoretically, what 
makes these research methodologies different is that community members whose 
lives are affected by the issue being studied participate in all stages of the research 
process (Healy, 2001; Israel, Schulz, Parker, & Becker, 1998; Maguire, 1987; 
Minkler, 2000). The research is driven by the identified community and not outside 
"experts". It involves focusing on and building upon the strengths and assets that 
community members bring to the process (Israel, Schulz, Parker, & Becker, 1998; 
Minkler, 2000) and therefore is an appropriate intervention to promote community 
development. 
However, these approaches are not easy to employ for a number of reasons. 
Some have said that participatory research has not included a gendered analysis 
(Maguire, 1987), that egalitarian relationships can be challenging to achieve 
(perhaps impossible) because the researcher inherently possesses power (Healy, 
2001) due to the necessity that the person be a skilled facilitator, inferring university 
education and privilege (Healy, 2001) as well as the receiver of the funding 
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(Gatenby & Humphries, 2000), and that this type of research takes a significant time 
commitment to build a solid piece of work (Gatenby & Humphries, 2000; Minkler, 
2000). 
These research methodologies do not include a task-oriented recipe book, 
rather they are process-oriented (Koch, Selim, & Kralik, 2002) and their methods 
depend on the researcher and participants deciding which methods are appropriate 
for the particular research endeavour (Israel, Schulz, Parker, & Becker, 1998). 
Indeed, participatory action researchers tend to be clearer on what they do not do 
than what they do (Healy, 2001). Nevertheless, Israel, Schulz, Parker, & Becker 
(1998), have gleaned the research and found there to be eight key principles in 
community-based participatory research when working to improve public health6. 
Specifically: 
1. A community, not individuals, form a unit of identity with which 
to work with and/or to strengthen by working together. 
2. This research builds on strengths, resources, and assets within the 
community. 
3. It facilitates participation in all phases of the research. 
4. It integrates knowledge and action for the benefit of all 
participants. 
5. It promotes mutual learning that attends to inequalities. 
6. It employs a cyclical process. 
6 These principles are the ones I used in discussing the "results" of the Women North Project at the 
time of my practicum completion- see chapter five. 
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7. It focuses on health promotion and well ness. 
8. It shares new knowledge with all participants. 
Koch, Selim, & Kralik (2002) and Minkler (2000) note that the results of 
participatory action research projects have been impressive at an individual or 
community level, but Healy (2001) is of the opinion that the jury is out on whether 
they are successful in transforming the social order that these forms of research 
methodology aspire. Nevertheless, using this research methodology does promote 
social change by encouraging people to participate in knowledge acquisition and 
action (Healy, 2001; Israel, Schulz, Parker, & Becker, 1998) while providing an 
opportunity for researcher and participants to critically analyze the power structures 
inherent in relationships, societal structures, and in research, and to participate in 
"co-learning and action based on critical reflection" (Minkler, 2000, p. 191). 
Having a prior history of positive working relationships between the 
researcher and participants improves the chances of making this a successful 
experience for all involved, as does the facilitation skills of the researcher. 
Although researchers generally have more difficulty obtaining funding for this 
approach in comparison to the more traditional approaches, it is gaining more 
acceptance in the academic arena, meaning that it is increasingly being funded and 
published in academic journals (Israel, Schulz, Parker, & Becker, 1998). 
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Chapter 3 - Description of the Practicum Setting and Experience 
As a Master of Social Work (MSW) student who was planning on 
participating in the MSW practicum, I was responsible for finding a suitable agency 
and supervisor in a practice area outside of my current or previous place of 
employment (MSW Practicum Guide, 2001). I chose Northern FIRE for the reasons 
noted in chapter 1: my health background, a graduate course in community practice, 
an interest in working in a feminist organization, and the opportunity to develop 
research skills. The practicum was 600 hours in total, as required by the UNBC 
MSW program (UNBC, 2001), which were completed between May 3 and August 
30,20027. 
On January 14, 2002, approximately two and a half months after Northern 
FIRE secured funding for a new project entitled En/gendering the North: Linking 
Women's Organizations and Identifying the Social Determinants of Women's Lives 
to Generate Health Policy Change (hereinafter referred to simply as Engendering 
the North), I contacted the then director to check out the possibility of doing my 
practicum with Northern FIRE. On January 24, 2002, the Northern FIRE director 
and principal investigator of Engendering the North, as well as the research assistant 
for the project (a fellow MSW student) met with me to discuss Engendering the 
North and the suitability of my participation as a practicum student. On that day, 
Northern FIRE confirmed their interest in providing a practicum placement. 
7 Even though the project has continued past this date, I will only be commenting about my 
experience during this time period. 
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Approximately three weeks later (February 13, 2002), I was notified that the 
director who had agreed to supervise my practicum was leaving Northern FIRE and 
that on March 31, 2002 all of her responsibilities (including being the principal 
investigator of the Engendering the North project) would be transferred to the chair 
of Northern FIRE's Research and Management Committee (RMC). Because of this, 
I enquired as to whether or not the chair of the RMC/new principal investigator 
would also agree to supervise my practicum. This was confirmed on February 26, 
2002. It was also around this time, that the research assistant began functioning as 
the research coordinator. On March 6, 2002, after my practicum supervisor and the 
new research coordinator met, a practicum contract8 was developed. 
On March 12, 2002, I submitted my draft practicum proposal, which 
included an introduction and rationale for wanting to commence this particular 
practicum, a brief literature review, a brief discussion of the possible ethical 
considerations and a copy of the ethics review for this particular project, my goals, 
the methodology, the resources, the contribution of the project to improving the 
health and wellness of women living in northern, rural and remote communities, and 
a brief schedule of the project activities. This information was slightly updated and 
added to before handing in my final proposal on April 5, 2002. Once this was 
approved, I commenced my practicum on May 3, 2002. 
Shortly after commencing my practicum, my practicum supervisor became 
the lead investigator for another Northern FIRE project, and the Engendering the 
8 See Appendix A. 
North project was transferred to another faculty member. My practicum 
supervision, however, was not transferred, as the new principal investigator was a 
faculty member of the UNBC School of Social Work, which presented a possible 
conflict of interest. 
Northern FIRE: A Research Institute at UNBC 
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Northern FIRE is one of five research institutes at UNBC. Research 
institutes at UNBC are established for two reasons: conducting research relevant "to 
the mandate and mission of the university" (UNBC Policies & Procedures Manual, 
Research Section, p. 4) and for the promotion of research in order to secure funding 
from outside sources (UNBC Policies & Procedures Manual, Research Section, 
1997). UNBC has pledged its dedication to three research areas: the environment 
and natural resources, rural and remote health, and sustainability of communities 
with a particular focus on issues of importance to the north and to First Nations 
people (M. Blouw, personal communication, September 25, 2002). 
History of Northern FIRE 
The idea for starting Northern FIRE came in 1995. At that time, Barbara 
Isaac, a faculty member of the UNBC social work program, was approached by a 
Vice President of the BC Women's Hospital to participate in developing a centre for 
women's health research in BC. In response, Ms. Isaac gathered a group of UNBC 
faculty interested in establishing a women's health research institute with a northern 
focus. Members of this group of 11 interested faculty members eventually became 
the RMC. 
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The purpose of the Committee was to oversee the activities of Northern 
FIRE and to report to the BC Centre of Excellence, located in Vancouver, BC. Ten 
women and one man represented a cross section of disciplines: social work, nursing, 
women's studies, anthropology, education, history, and economics. The university's 
academic vice president was also included in the mix. Over the years, the 
composition of the committee has changed substantially for a variety of reasons, 
least of which is the high turnover of faculty at UNBC. This has meant continuous 
changes in vision and in administrative direction. At its largest (in 2001), the RMC 
had 16 members. More men have been added to the mix and there continues to be a 
cross-section of disciplines. By 2002, only one of the original RMC members 
remained. There were 15 members- ten active. Following the departure of the 
director, three RMC members acted as the executive to the operation. 
In August 1995, the RMC, with the assistance of health care providers, 
government representatives, community groups and other academics began working 
on the initial proposal. In June 1996, Health Canada announced that the BC Centre 
of Excellence was one of five successful applicants across Canada and that it would 
receive $2,000,000 over five years. On December 2, 1996, the BC Centre of 
Excellence for Women's Health (BCCEWH), which included the Northern 
Secretariat at UNBC, was officially opened. 
In 2000, a Community Advisory Committee (CAC) was also formed. It 
included professional and community activists from the city of Prince George. 
Although it was initially established to meet annually, it eventually began meeting 
monthly. The purpose of the CAC was to provide community input into the 
research activities of the Northern Secretariat. It remains in place today. 
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When the contract between BCCEWH and the Northern Secretariat expired 
on March 31, 2001, sustainable funding was sought and a new identity formed-
Northern Secretariat became Northern FIRE. On April 12, 2001, Northern FIRE 
submitted a formal, written proposal to the UNBC Senate Committee for Research 
and Graduate Studies requesting official approval to become a research institute, 
pledging its continued commitment to facilitate research focussing on the social 
determinants of women's health. Northern FIRE is distinct from other UNBC 
research institutes and unusual in any university because it uses small allocations of 
grant and operating money to provide voluntary services to community agencies that 
provide services for marginalized women. To date, Northern FIRE projects have 
focussed on First Nations women's health, food security, lesbian health, tele-health, 
and homelessness. 
The Women North Project 
The original idea for Women North (called Engendering the North at the 
time) was developed by the then director of Northern FIRE and from what women 
were saying when they talked about their lives during previous Northern FIRE 
projects. Northern FIRE wanted to give women "an opportunity to come together 
and discover/uncover the connections in their lives across communities" (T. Healy, 
personal communication, October 7, 2002) and to find a way to give women this 
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opportunity in order to empower themselves and to make changes in their "hearts 
and homes and communities" (T. Healy, personal communication, October 7, 2002). 
Through SWC, Northern FIRE was able to identify building a network to 
address social inequity as the theme for funding and the project was named 
Engendering the North. It was funded for one year- November 1, 2001 through 
November 30, 2002 and had four expected outcomes: 1. A sustainable network of 
communication and information for women in northern communities. 2. That more 
northern women would participate on local, regional, provincial, and federal bodies 
that develop health and social policies that impact women's lives. 3. That a stronger 
partnership would be built between northern communities and Northern FIRE. 4. 
That an inter-community foundation would be built so that a strategy to prevent 
violence against women and ensure women's equal access to health, social justice, 
and policy making was developed. 
During my time at Northern FIRE, working as a team member of the Women 
North program, I got first-hand community development and research experience in 
an academic and feminist environment. Specific tasks included: observing and 
participating on the RMC and CAC meetings, meeting with the funders of the 
Women North project, and helping to organize and coordinate nine community 
gatherings as well as a regional gathering, which brought women to Prince George 
from all over the northern part of BC. 
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Chapter 4 - Methodology for Data Gathering and Analysis 
Engendering the North was developed to be a community-based feminist 
participatory action research project with a particular focus of building on women's 
strengths and competencies - a perspective developed in opposition to the medical 
model (Anderson & Carter, 2003). As noted in chapter two, this methodology is 
process rather than task oriented. Nevertheless, certain tasks were completed during 
the process. Both process and tasks will be described in this chapter. 
The project proceeded in a somewhat cyclical manner - a hallmark of 
participatory action research (Koch, Selim, Kralik, 2002; Wadsworth, 1998). The 
first step was to establish a contact or contacts in each community. "Community" is 
defined in a variety of ways (Green & Haines, 2002; Hardcastle, Wenocur, & 
Powers, 1997; Shaffer & Anundsen, 1993). Most use the term to refer to a 
geographical area and others to a community of interest (Green & Haines, 2002). It 
should be noted that the "community" around which we tried to build this network 
was the community of women living in the northern, rural and remote parts of BC, 
which involved meeting with women from many different "geographic 
communities". 
Because of the geographic vastness9, limited time frame and travel fund, this 
proved to be quite a challenging experience and we were unable to attend each 
geographical community to establish contacts in advance of our community 
gathering. As noted by Israel, Schulz, Parker, & Becker ( 1998), researchers should 
9 See a map of British Columbia, attached as Appendix B. 
spend time in the community to build trust and show commitment. Nevertheless, 
some communities had already had contact with Northern FIRE, which gave us 
some credibility and the research coordinator had lived in the northern part of BC 
for over 20 years, many of which were working specifically with women services. 
This assisted the project and the coordinator in building trust and showing 
commitment to the project. The coordinator attempted to find contacts through 
former Northern FIRE projects and through her work on the Violence Against 
Women in Relationships (VAWIR) committee. 
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As noted by Israel, Schulz, Parker, & Becker ( 1998), the identification of key 
community members is necessary for the credibility and visibility of the project. 
Sometimes it was difficult to know how involved the key contact was with the 
community of interest (women in the north) and whether she was viewed positively 
as a leader and as an organizer, as the research coordinator did not always get to 
meet our contacts in advance of our gatherings, nor see them interact with their 
communities. 
It is important to keep in mind that key contacts had an essential and 
important role in this process. They were asked to get the word out about the project 
by liasing with us as the researchers, identifying and speaking to possible 
participants, sometimes participating in an hour-long telephone interview with the 
research coordinator, organizing a location and food for the gathering, putting up 
posters and sometimes advertising the gathering through the media. Unfortunately, 
the project did not have funding to compensate the key contacts for their time and 
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effort. Keep in mind that this was at a time when many already overburdened 
women's organizations were losing their funding due to provincial liberal 
government cutbacks. 
Following the establishment of contact, we sent out an information package. 
The information package included background information about Northern FIRE 10, 
a letter of introduction about the project 11 , and a sample backgrounder12 and 
invitation 13 that would be given to each identified participant. Once it was 
established that the particular community was interested in participating in the 
project, and the location was arranged, either we would send out the appropriate 
number of invitations 14 and posters 15 to the identified contact, or e-mail a copy to the 
contact person who would print up and distribute the appropriate number. Doing 
this would depend on whether the contact person/agency offered to take on the time 
and expense of doing this. 
Next, we developed an agenda 16. Basically, the agenda included an 
introduction section, a "setting the context" section, and a "visioning session". 
Following a break, we discussed and completed community inventories, did action 
planning and then had a closing section. 
10 Attached as Appendix C. 
11 Attached as Appendix D. 
12 Attached as Appendix E. 
13 Attached as Appendix F. 
14 Invitations included a RSVP so that we would have somewhat of an idea about how many women 
would be attending. 
15 Attached as Appendix G. 
16 An example is attached as Appendix H. 
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After we planned out an agenda, we would forward a copy to the key 
contact, to ask for their input, whether anything needed to be added or changed and 
to ask what part of the agenda (if any) they were wanting to facilitate. The agenda, 
just like everything else in the project, was considered a work in progress to be 
amended and changed depending on the needs and desires of each geographic 
community and in keeping with the time allotment. Generally, very few changes 
were ever recommended or made and in only two of the communities did the key 
contact facilitate a section of the gathering. 
Only one community gathering was set up for each community. The 
research coordinator went to one community (April 23, 2002- Mackenzie) before I 
started my practicum. It was at this meeting that she got feedback from the 
participants to change the name of the project from Engendering the North to 
Women North. 
I attended the remaining nine communities with the research coordinator: 
May 9- Dunster (which included participants from Valemount and McBride), May 
30- Vanderhoof, June 25- Chetwynd, June 26- Fort St. John, June 27- Dawson 
Creek, July 9- Fort St. James, July 23- Prince Rupert, July 24- Terrace, July 26-
Burns Lake. Two of the trips were long-distance road trips- one in June and the 
other in July- requiring that we stay overnight in communities. In addition to the 
research coordinator and myself, anywhere from 2 to 16 women attended each 
community gathering. In total, 95 women attended the nine gatherings. 
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On the day of each gathering, we generally met with the key contact before 
the participants arrived to set up the room, and set up displays of information and 
materials about interesting things happening within the northern women's 
community and previously completed research reports for participants to take as 
interested. We also helped with organizing the refreshments, although this was 
usually done by the key contact. For each participant, we made up a package of 
information. The package included a couple of handouts about community-based 
research 17, a little note giving participants Northern FIRE's address and asking that 
they contact Northern FIRE if they' re interested in getting a copy of the final 
research report, handouts about Northern FIRE 18 and Women North 19, a handout 
about the social determinants of women's health20, an evaluation form21 , and 
information about another project currently underway in northern BC called 
Community Coordination for Women's Safety. 
At each of the community gatherings I was the one who took notes and 
photographs (with permission) and tried to keep things running smoothly. The 
research coordinator was the main facilitator. As noted above, we started with 
introductions- introducing Northern FIRE, the Women North project, and ourselves. 
Participants were then asked to introduce themselves to the group and to say what 
organization, if any, that they were representing. In the first community that we 
attended the key contact led the group in a brainstorming session of group 
17 A sample of one of them is attached as Appendix I. 
18 See Appendix C. 
19 Attached as Appendix J. 
20 Attached as Appendix K. 
21 Attached as Appendix L. 
guidelines. However, this was later changed to the facilitator making a simple 
statement about respecting each other by ensuring "a space for everyone's voice". 
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The next part of the gathering included time for "housekeeping" and 
reviewing the agenda, by letting people know such things as where the bathrooms 
were located, when breaks would be happening and talking about the plan for the 
day. At this point the evaluation form was brought to the participants' attention, 
asking that they keep track of the things they liked and suggestions for improvement 
throughout the day. In a large group we talked about the social determinants of 
women's health and about the social determinants that affect the health of women 
living in the northern, rural and remote parts of BC. We then talked about the 
Vancouver/Richmond Health Board's framework for women-centred health care22 
and what other important factors should be considered when providing women-
centred care in northern, rural, and remote communities. Finally, we talked about 
other projects that were currently underway in northern BC and/or around the 
province that would be willing to attend and work with their geographic 
communities, if invited, and the importance and difficulties of building connections 
and working collaboratively with other projects. 
By this time in the session, the women were generally more at ease and 
ready for the next part of the day - the visioning session. This exercise was 
designed to help the women focus on the positives and strengths of their 
communities. This was very interactive and it tended to be the most fun part of the 
22 Attached as Appendix M. 
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day. We numbered women off into small groups, usually about four in each, but 
this depended on the number of women at each gathering. We gave each group 
paper and coloured markers and asked the participants to think about and draw 
"what does your community look like when women are healthy and well?" or "what 
do you like most about your community?" and "what is it about your community 
that supports women's well ness?". 
Following this, we formed a large group again and each small group reported 
back on their picture or "vision". This ended up being quite an insightful 
experience. It was interesting to note that very few of the small groups ever even 
mentioned hospitals or doctors. Although each was unique in a variety of ways, 
there were many common themes. There was generally a strong sense of 
community where diversity was embraced. The community was often drawn as a 
safe, peaceful place with natural beauty and lots of free, accessible recreational 
possibilities where everyone has good housing, adequate money, and plentiful, 
healthy food. Some talked about the utopic community being a place with a 
political structure inclusive of women and with a strong focus on natural healing 
therapies. Following the visioning session, we generally took a break. 
After the break, the participants tended to be quite energized as the visioning 
session generally got people talking to one another. The next part of the day 
involved the group thinking about and completing written inventories on the 
strengths of their communities, organizations and of themselves, the things that they 
could benefit from knowing more about, and the things that they would like to have 
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shared with other women and women's organizations around northern BC. During a 
couple of the community gatherings, it became obvious that it was easy for 
participants to focus on the negatives and the problems without focusing on 
positives and solutions, but the facilitator dealt with this by trying to get the 
participants to focus on why they chose to live in that particular community. 
The first inventory that participants completed was the inventory for their 
geographical community23 . One person acted as the scribe while the rest of the 
group called out organizations in their community that provided services and 
supports for women. Although this was originally formulated to focus on women-
centred organizations, it never really worked out that way. The hope is that in the 
next phase of the Women North project, this is something that can be worked on. 
For now, however, was the process of conscientization. They listed the particular 
strengths of their communities that support the health and wellness of women and 
commented about the interests and concerns that their community would like more 
information about. 
The next inventory that women completed was for the agencies and/or 
organizations that each woman either worked at, volunteered at, or appreciated24. 
This was another way to figure out possible women-centred organizations. Finally, 
we asked women to individually consider and then complete an inventory of their 
personal strengths and skills25 , especially those they could offer other women, if an 
23 Attached as Appendix N. 
24 Attached as Appendix 0. 
25 Attached as Appendix P. 
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inventory for Women North participants was generated. On the back of both the 
individual and organizational inventories was an informed consent form26, which we 
asked participants to sign if they were interested and willing to be included in an 
inventory that would later be developed and in order to allow the information to be 
used in a research report. The consent form also noted that if they choose not to sign 
it, their name would not be used in the inventory, and that only the information they 
provided, not their name, nor their community would be documented. Although I 
did not know it at the time, these are techniques used by participatory researchers in 
Healthy Communities projects in the United States- see Minkler (2000) for more 
information about this. 
Towards the end of the day, we also had some discussion about how women 
currently stay connected within their geographical communities, what they can do to 
enhance this and what the value might be in connecting with a larger network of 
women and women's organizations in northern BC. During the course of the 
summer, the research coordinator also began discussing how information could be 
shared through WebCT27 and to discuss some of its possibilities (e.g., on-line 
discussions, confidentiality, etc.). 
26 Attached as Appendix Q. 
27 WebCT is an internet site run by UNBC to assist professors with teaching courses 
on-line. This is where the Women North (electronic) Network was developed. 
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At the end of each session we did a little exercise where each participant 
would say one word to describe the day. We also made sure to thank the key contact 
and provided time for each participant to complete the evaluation form28. 
Following these meetings, the research coordinator and myself read over the 
evaluation forms, reflected on our experience that day, and incorporated the new 
ideas and feedback into future gatherings. In the end, multiple types of data had 
been collected: four key informant telephone interviews, evaluations forms, 
individual, organizational, and community inventories, photographs, and written and 
recorded reflections about our experience participating in the research process. In 
total, we met with 95 women and developed a network of 115 women from 15 
different geographical communities, as well as the Women North team, and the 
coordinator of a similar-type project from the interior of the province. A few of the 
women who had shown interest in being involved, but were unable to attend a 
gathering due to a number of circumstances were also included. 
As noted in the introduction, the Women North project received a small 
grant from CIHR. This grant was used to organize a regional gathering at UNBC of 
all the women that we had met in the northern, rural, and remote communities of 
BC. In preparation for this, another woman was hired to organize the conference. I 
assisted her in a number of ways, including orientating the organizer, attending 
planning meetings, drafting an agenda29 and evaluation form30, organizing billets, 
28 See Appendix L. 
29 See a copy of the actual agenda in Appendix R. 
30 See Appendix S. 
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booking rooms, collating the information contained in the inventories regarding 
things that women would like to learn more about, helping with the selection of door 
prizes, etc. The gathering took place on September 27 and 28, 2002 - a month after 
my practicum ended. However, I did help with registration31 and during one of the 
break out groups. It was also at this gathering that participants had their first 
opportunity to check out the Women North Network (WNN) on WebCT32. 
31 See Appendix T for a photo of me at the registration desk. 
32 See Appendix U for a photo of the main page of the Women North Network (WNN) on UNBC' s 
WebCT. 
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Chapter 5 - Discussion of Results 
Since this project was developed to be both a community development 
project (as funded by Status of Women Canada) and a participatory action research 
project (as supported with in-kind services from UNBC), I will comment on each 
piece separately even though they are intricately connected. First, I will comment 
on the community development component and then the PAR component. 
Community Development Component 
As noted in chapter 4, Status of Women Canada expected four outcomes 
from this project: a sustainable network of communication and information for 
women in northern communities, more participation of northern women on local, 
regional, provincial, and federal bodies that develop health and social policies 
impacting women's lives, stronger partnerships between northern communities and 
Northern FIRE, and an inter-community foundation so that a strategy to prevent 
violence against women and ensure women's equal access to health, social justice, 
and policy making was developed. 
Although these are grand expectations from the funders - a problem 
common to many women-serving organizations (see Transken, 1994 for more about 
this phenomenon) -considering the amount of money granted, the time allocation, 
and the geographical vastness of northern BC, impressively, many of these 
outcomes had been achieved by the time my practicum ended (August 30, 2002). 
Even though its sustainability had not yet been firmly established, a network of 
communication and information, set up through the internet, had been developed for 
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women living in northern communities33 . This network has ongoing technical 
support because it is set up through the UNBC website and because the school of 
social work had approved a practicum placement for an undergraduate student to 
maintain the Women North network. Nevertheless, long-term sustainability and the 
participation of northern communities likely depend on future funding. 
In regards to the second expected outcome, I am not sure whether more 
women have begun to participate on local, regional, provincial, or federal bodies 
that develop health and social policies impacting women, as a result of their 
interaction with the project. This is because I was not involved in the evaluation 
process, and therefore did not get the opportunity to follow up with the participants 
regarding this issue. Nevertheless, with the change in territory for the health regions 
and the women's health advisory committees being cut, I am not sure that any such 
policy-making bodies currently exist in the north. In my opinion, this is a longer-
term goal for the project once further funding has been received and the network has 
been more firmly established. 
In regards to the third expected outcome, I would assume that a stronger 
partnership has been built between several northern communities and Northern 
FIRE. Certainly, more women in the north are aware of its existence, purpose, and 
goals. However, without the organization having core funding and staff only being 
hired on a contractual basis when funding for a specific project is received makes it 
33 See Appendix U. With a password, this network can be accessed via the UNBC website. 
difficult to do outreach, show that you are viable and maintain and improve your 
community relations. 
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Lastly, in regards to the fourth expected outcome, the Women North project 
has been instrumental in forming an inter-community foundation that in the long 
term may lead to a prevention strategy. In particular, Northern FIRE has informed 
northern communities about two projects that deal with violence against women and 
how violence affects women's health- the Community Coordination for Women's 
Safety project (co-funded by the Law Foundation of BC, the Ministry of Public 
Safety and Solicitor General, the National Crime Prevention Centre, the National 
Victims Policy Centre, and the Ministry of Community, Aboriginal and Women's 
Services) and the Woman Abuse Response Program (developed and coordinated by 
BC Women's Hospital and Health Centre). This has lead to increased participation 
of women from northern communities in both of these initiatives. 
Research Component 
In terms of the research component, I am unable to provide a definitive list 
of results for a couple of reasons. First, I did not get the opportunity to thoughtfully 
review and reflect on all the data that was collected. Although I participated in 
transcribing some of the telephone interviews, taking notes and photographs during 
the gatherings, reviewing the evaluation forms and inventories, and reflecting on our 
experience following each of the gatherings, I did not get the opportunity to view 
everything as a whole. In the latter part of the summer, another woman was hired to 
transcribe and compile all of the information from our visioning sessions, our tape-
recorded reflections, and the inventories. A final research report can be requested 
by contacting Northern FIRE. 
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The second reason for not being able to provide a definitive list of results is 
that this is not a quantitative research project. Certainly there will be themes about 
the strengths and concerns put forward by communities for possible further study, 
but it is difficult, if not impossible, to quantify the effect that participating in such 
gatherings has had on individual women as they return back to their lives having had 
the opportunity to meet, listen and reflect with other women from their small 
geographical communities about the numerous factors that determine women's 
health. Many commented both verbally and in writing about the experience of 
sharing a vision of safe, peaceful communities, where everyone is respected and 
accepted and where every voice matters, a place where there is love and poverty is 
non-existent. Further, in one community, the women talked for the first time about 
working towards getting a women's health centre and in another they talked about 
resurrecting a local meeting that had gone by the wayside where service providers 
had once networked and shared resources. 
Although I cannot speak for each of the participants, I can speak for myself. 
The experience of having participated in this process changed my worldview. The 
exercises in which we engaged allowed me to see a world much less divided. I got 
the time to ponder how to approach my work and my life differently. The "visions" 
illustrated how so many things, beyond ourselves, contribute to our health and the 
health of our communities and they brought to focus once again, how, whether I like 
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to admit it or not, my work has been dictated by the medical profession and the 
medical model- focusing on working with individuals not communities and deficits 
instead of strengths. It also got me more process oriented and to think about the 
importance of networking and collaborating across sectors. 
Project Challenges 
The Women North project had some challenges and limitations. As an 
example, one or two participants mentioned having had poor experiences with 
previous researchers. In the past, previous researchers had attended their 
communities, spoke to many people, collected data, and never gave a copy of their 
research or shared their findings with the townspeople. On some level, this must 
have impacted their willingness to trust us, or to invest time because it would not 
have been mentioned. A mediating factor may have been the research coordinator's 
history of living and working in northern BC for 20 years and her undeniable 
optimism about making the WNN a reality. One of the things that can be positive 
about this type of research is that results (in this case the Women North electronic 
network) can be seen by participants. 
A second concern was that there was no compensation provided within the 
funding structure for the work done by the key contacts in each community. As 
noted above, most of our key contacts were women working at women-serving 
organizations- organizations that usually work on a shoestring budget (Transken, 
1994). Financial compensation would have acknowledged how important their 
continued participation is in making this project a success (Israel, Schulz, Parker, & 
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Becker, 1998). Another way to compensate may be to specifically acknowledge the 
contribution of each contact and/or their organization in the research report. 
Further, bureaucratic structures (i.e., the need to keep receipts) got in the way 
of some participants being reimbursed for their travel costs to attend the regional 
gathering in Prince George. These barriers can impact the level of commitment and 
enthusiasm from participants. Possible mediating factors include the research 
coordinator talking with the key contact about not wanting to make further work and 
us trying to make all the long-distance telephone calls and photocopies of posters 
and invitations. Further, in regards to the regional gathering, billeting, meals, and 
gifts were provided for participants. 
Thirdly, embarking upon a community-based participatory action research 
project takes time (Healy, 2001; Israel, Schulz, Parker, & Becker, 1998; Koch, 
Selim, & Kralik, 2002; Maguire, 1987; Minkler, 2000; Wadsworth, 1998). Time is 
needed to establish trust, relationships, and to attend to process. As has been stated 
earlier (see chapter 4), the incredibly large geographical area and the limited time 
frame did not allow us to attend geographic locations before each community 
gathering, once again confirming the critical importance of each key contact. 
Further, the limited time severely affected the ability of project participants to 
participate equally in all phases of the research process. In its purest form, 
participatory action research does not know where it is going to end up or what the 
new state will look like (Wadsworth, 1998). Nevertheless, as stated by Krieger et al. 
(2002), project coordinators must be realistic about the degree of citizen 
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participation in a project with a completion date fixed by the funder. This obviously 
presents a challenge in that outcomes were predetermined, as was required by the 
funders, even though there was some flexibility on how to achieve the outcomes. 
This may give the illusion that the project is not as participatory as it claims to be. 
This could pose a possible barrier because, as noted by Wadsworth (1998), one of 
the consequences of non-participation is that people do not find the information 
useful and then the status quo remains. 
Fourthly, some participants did not identify with the community identified 
by the researchers (women in the north). Instead, they were more concerned about 
networking with the community of women within their own geographic location. 
This concern - not feeling connection with the community of identity - can mean 
that people are not likely to participate in the long-term. 
Fifthly, although First Nation women, lesbian, visible minority, and women 
with disabilities attended the gatherings, sustaining their involvement may prove to 
be more difficult. As an example, one of the women left the Prince George 
gathering because she felt inadequate being at a university surrounded by women 
who introduced themselves not just by name, but by occupation and/or university 
affiliation. Future consideration will need to be given to this issue, if the network is 
committed to the participation of all women. Further, although using the internet for 
health information is a significant new trend (Health Canada, 1999), this can pose 
significant accessibility issues for women, especially those who are marginalized 
and who face multiple disadvantages. Least of which is the limited access to 
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computers. It should also be noted that very few women had actually used the 
WebCT since it was introduced at the Prince George gathering in September, 2002, 
instead relying on email distribution of information and events from the coordinator. 
Although the outcomes as requested by the funders have been met, meeting 
these expectations was not easy. This project may not have gotten to this stage 
without the skills and incredible optimism of the research coordinator. She was able 
to build credibility because of her life experience, knowledge of being a woman and 
working with women, a year of having had the director as a role model (an 
experienced researcher), facilitation and community development skills, 20 years of 
experience living in northern BC, and contacts and positive working relationships 
from her experience working at Northern FIRE, the VAWIR committee, and 
Northern Women's Wellness Information Centre (NWWIC)34. Additionally, her 
passion and commitment to the work was undeniable. 
All that being said, it would have been helpful to have more support 
available throughout the data-gathering phase of this project and a firmer 
understanding of the intended research methodology prior to coordinating a project 
of this magnitude. Further, the coordinator was given a short time frame, with 
limited paid hours and the demands of dealing with a practicum student with few of 
her attributes. This situation was often further complicated by inadequate 
workspace and poor computer availability. This information is provided as an 
34 Run by women for women as a source of information about women's health and wellness. 
NWWIC started as an idea expressed by community women at a CAC meeting, and is now an 
independent source of information and support separate from Northern FIRE. 
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example of the plight that many women-serving projects and organizations deal with 
every day (see Transken, 1994 for a similar example). 
Overall, this project adhered to the eight key principles of community-based 
participatory research as identified earlier by Israel, Schulz, Parker, & Becker (1998) 
-(see chapter 2, pp. 27-28). In particular, it focused on the community of women 
in the northern part of British Columbia as a unit of identity, it built on the strengths 
and resources within the community of women, it facilitated collaborative 
partnerships in all phases of the research (even though not all members shared in the 
control over all phases due to geography, finances, time, and the number of 
participants), it integrated knowledge and action for mutual benefit of all partners, 
and promoted a co-learning and empowering process that attended to social 
inequalities. 
Now that the foundation has been laid (the poor health status of women 
living in northern, rural, and remote BC was raised as a concern- the entry into the 
community has been made - meeting with community women and/or women 
working in health and social service agencies in ten communities - and the 
capacities and assets have been assessed) - community building can now start to 
take place. 
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Chapter 6 - Implications for Social Work Practice 
In this final chapter of my practicum report, I discuss the implications for 
social work practice and education that I have drawn from my experience of 
participating in the Women North project. Although my three recommendations for 
social work practice may seem simple and straightforward -find ways to link the 
personal and the political even if you work with individuals, make connections and 
link issues, and develop networks and work collaboratively, they are not always easy 
to put into action. I have also included three implications that this work has for 
social work education. 
As I said in chapter 1, in recent years I had begun to question the utility of 
my work as a social worker in health. I was finding it hard to put the theories of my 
undergraduate studies into practice, as I have slowly seen the disappearance of 
resources, services, and supports due to years of government restructuring and 
cutbacks. Further, social workers in health seem to be continually justifying their 
positions, in a system where the medical model is dominant. We focus on problems 
and deficits and must diagnostically categorize people in order to provide service. 
There is so much focus on the physical and mental that the social aspect of health 
gets minimized or ignored altogether. For example, people who attend a mental 
health centre often live in poverty, have fewer social supports, and feel marginalized 
from society. And yet, these social circumstances are generally ignored, while 
individual deficits are the focus of attention. 
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Returning to school afforded me the opportunity to critically examine my 
practice from a structural perspective, prompting me to be more politically active 
and to incorporate the political into practice. This, combined with the opportunity to 
participate in the Women North project, has changed my practice as a social worker. 
Below are my recommendations for social work practice following my 
experience with the Women North project: 
1. Find ways to link the personal with the political even if you 
continue to work with individuals. I do not think that linking the 
personal to the political when working in individualized direct 
service agencies is easy. With growing cutbacks of social and 
health programs, social action appears more productive than 
counselling in meeting the needs of the population and the 
evidence has shown that the population's health and wellness is 
determined by a complex set of factors that are "often beyond 
individual control". Linking the personal to the political requires 
a particular skill set, exposure to critical theories, open-
mindedness, and a drive to improve our communities. Doing our 
work this way can make us more vulnerable to the sneers of co-
workers and unwanted by the structures and systems that employ 
us in this patriarchal and capitalistic environment. However, as 
Ife (1997) says there are many opportunities for social workers to 
make the link with policy and to link the personal with the 
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political while working with individuals. This could include 
engaging in conversation with clients and coworkers about the 
large and sometimes increasing numbers of people experiencing 
the same problems, referring people to self-help groups and/or 
action groups of people experiencing the same problems, 
participating in activism and inviting both clients and coworkers 
to participate in starting a self-help group if one does not exist. As 
Ife (1997) says, beginning to think of our problems in collective, 
rather than individualistic terms is a radical step with potential for 
empowerment and action. Nevertheless, this form of radical 
social work practice remains marginalized (Ife, 1997), although 
the numbers are growing. 
Writers in Australia, the United Kingdom, Canada, and the 
United States agree that there is a crisis in the welfare state. As 
the safety net is destroyed, the lives of citizens and our 
effectiveness as social workers continues to be harshly affected. 
Some predict that the social system of the new millennium will 
mirror the malfunctioning social system of the 1920s/1930s 
(Handcastle, Wenocur, & Powers, 1997). Critical social 
scientists say that the current situation calls for a restructuring of 
our major institutions where participatory structures are inclusive 
of all citizens, not just a few. If this is to become reality, and we 
want to transform our communities, it seems necessary for us to 
organize (Newman-Kuyek, 1990). The WNN is an excellent 
example of community building with the possibility for future 
organizing and action. 
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It is also important to link micro and macro practice together 
and to define our work as being about both the personal and 
political wherever we are located. As recognized by structural 
theory, sexism is a built-in part of our present social order 
(Mullaly, 1997). Like other forms of oppression, it establishes 
and maintains power and mastery over those who are 
marginalized and/or disenfranchised. Structural social work 
indicates that the main focus for change is mainly on the 
structures of society and not solely on the individual. Therefore, 
it is important that social workers not only address the individual 
need, but also educate the community and other service providers 
about how sexism affects women's health status. 
2. Make connections and link issues. Health equity should not be 
expected from within the health care system, but through a 
coordinated effort across government ministries. Influencing 
policies outside of the health sector is a key population health 
strategy. Whether it's public housing, education, or improved 
social services, social workers in health should as a minimum be 
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actively exploring and addressing these issues with their clients, 
initiating discussion with clients and coworkers about why large 
numbers of people are experiencing the same social problems and 
how these affect health. 
3. Develop networks and work collaboratively. Following years of 
cuts to health and social programs and seemingly no end in sight 
to the swing towards conservative governments, a significant part 
of the population has been adversely affected in some way. For 
those who have been marginalized, or are facing multiple 
disadvantages, lower health status is assured. Sadly, it's often at 
times like these when formal networks are cut, e.g., women 's 
health advisory committees for the Northern Health Authority in 
the northern part of BC. As this trend continues, the need to 
network, coordinate, and share resources becomes more important 
than ever before. Developing networks can provide opportunities 
to plan for future opportunities of working collaboratively 
together rather than competitively against each other for the same 
small pot of money. However, there can definitely be some 
challenges in developing networks, e.g., people seeing the value, 
time commitment, and in the case of the WNN, geographical 
spread. The internet, which is accepted as an important and up-to-
date source of information (Health Canada, 1999, Jansson, 1999), 
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is a tool that can be used to help overcome some of the logistical 
problems of connecting. Nevertheless, you still run the risk of 
losing people as it is often the social interaction that ensures 
ongoing participation. 
Additionally, this project has the following three implications for social work 
education: 
1. The importance of educating social workers about the impact that 
social determinants have on people's health. An area once 
reserved almost exclusively for social workers with graduate 
degrees, health employers in this province are more likely to 
consider hiring social workers with undergraduate degrees. Yet 
British Columbian undergraduate social work programs tend to 
be generalist in nature with very little emphasis placed on the 
unique skills/knowledge that social workers can provide in health 
care settings. 
2. Further, research is rarely considered a core task of social work 
(Healy, 2001) and the profession is likely to rely on other 
disciplines for the production of knowledge (Meinert, Pardeck, & 
Kreuger, 2000). Most BSW programs include only one research 
course in the curriculum. Sadly, this conveys the marginalized 
role that research has in our practice, which may (in combination 
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with a number of other reasons)35 have contributed to why I was 
not regularly incorporating research into my practice. Engaging 
in a participatory action research project may be wonderful for 
experienced researchers who have a variety of methods and 
methodologies to choose from, but it is daunting for a student 
with no formal research experience. It would have been helpful 
to have a course that covers the knowledge and skills necessary to 
do this type of work, as Kock, Selim, & Kralik (2002) say, it is 
not a role for the inexperienced researcher and it is important for 
the novice to be men to red so as to learn the skills of facilitation. 
3. The necessity of re-incorporating community practice as a focus 
of social work studies. In recent years, some social work 
educators/academics have noticed that the community organizing 
aspect of our work is fast disappearing (Callahan & Wharf, 
1999). Some say it has been abandoned altogether (Specht & 
Courtney, 1994). Only one of the six schools of social work in 
BC and only six of the other 38 schools of social work in Canada 
offers community practice as a focus of studies (Callahan & 
Wharf, 1999). One of the reasons for this is that both federal and 
provincial governments (with the exception of Quebec) have 
stopped funding community organizing because it is too political 
35 Such as heavy workloads at places of employment, no time allocated to research within job 
descriptions, etcetera. 
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for the government's liking (Callahan & Wharf, 1999). The 
struggle with how to incorporate community organizing into our 
work has been going on since the 1960s, or early 1970s (Callahan 
& Wharf, 1999)- something which is considered necessary for 
good social work practice (Ife, 1997). Hardcastle, Wenocur, and 
Powers (1997) suggest that social workers are not real social 
workers without community practice skills and knowledge, as this 
is what distinguishes us from other counselling and therapeutic 
professions. Incorporating community practice as a focus of 
social work education will be especially important as the 
movement to devolve power to communities continues. 
In closing, although our province is in a state of social crisis, it is also 
a time of opportunity when "the unthinkable becomes thinkable, and when 
solutions that might have seemed totally unrealistic become possible" (Ife, 
1997, p. 206) and when competitors can become allies. This is a critical time 
in our history where more than ever before, it is important for us to link the 
personal with the political, make connections, form networks, and use 
technology to our advantage. 
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Appendix A 
Practicum Learning Contract 
Northern FIRE: The Centre for Women's Health Research 
at UNBC 
Christina Rodrigues 
Dr. Jo-Anne Fiske with support from Dawn Hemingway 
Dr. Si Transken 
Gerard Bellefeuille 
Prince George, BC 
The practicum student will work specifically on the project entitled Enlgendering the North: 
Linking Women's Organizations and Identifying the Social Determinants of Women's 
Lives to Generate Health Policy Changes. The following knowledge and tasks will be 
developed: 
Knowledge 
Develop a solid understanding of: 
Tasks 
Community development: 
Participatory action research: 
community development 
participatory action research 
fundraising 
participate in community consultations. 
assist with enhancing established community 
linkages. 
develop the means to maintain and sustain a 
network of women ' s organizations in northern 
British Columbia. 
participate in the development of a sustainable 
communication system to make information 
easily accessible between community 
organizations through the internet, website, 
newsletter, 1-800 number, etc. 
participate in Northern FIRE's community 
advisory council. 
assist in facilitating workshops and focus 
groups to ask community organizations how 
the project can best meet their needs . 
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participate in the development of research tools 
such as surveys and questionnaires. 
Fundraising: 
Evaluation 
participate in the transcription of data. 
participate in the analysis of qualitative 
research data. 
contribute to research reports. 
participate in seeking future funding sources. 
assist in writing proposals. 
• The practicum student will be evaluated three times during the course of the 
600-hour practicum. 
• The practicum evaluation is pass/fail. 
• The practicum supervisor will produce a mid-term evaluation report and a final 
evaluation report. Both will be in narrative form, but must include a clear 
description of the learning goals and the basis for the evaluation results. Each 
will be in three sections- the first will address the knowledge goals stated, the 
second will address progress toward completion of the tasks, and the third will 
be a summary of the student's overall performance. 
• The second evaluation will list any changed to the stated knowledge and task 
goals outlined in this learning contract. 
Signatures 
Christina Rodrigues Dr. Jo-Anne Fiske Dr. Si Transken Gerard Bellefeuille 
MSW Student Practicum Supervisor Academjc Supervisor Social Work Faculty 
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Appendix B 
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Appendix C 
Origins of Northern FIRE 
Northern Fire: The Centre for Women's Health Research began as the Northern 
Secretariat, the outreach research institute of the British Columbia Centre of 
Excellence in Women's Health based at BC Women's Hospital in Vancouver. 
Northern Secretariat came into being because of the efforts of community-minded 
women in Northern BC. During the course of the academic year 1995, there were a 
variety of meetings held throughout the region with women from both the university 
and various communities' agencies, both in person and by teleconference call. 
These meetings culminated in one large community consultation held in the Senate 
Chambers at UNBC early in 1996. This meeting was attended by over 50 women 
from around the North who provided input for the development of the proposal that 
founded the Northern Secretariat. While the entire process was not funded in any 
way, individual women contributed their time and in-kind expertise and support to 
make it happen. This spirit of community was a hallmark of the Northern 
Secretariat's work and continues as a legacy Northern FIRE is proud to build on. 
This legacy includes considerable experience and a leading reputation for 
community/university partnership building in the area of women's health research in 
Northern rural and remote areas. This achievement has been supported by UNBC's 
mandate to be a regional university. 
Why we exist: 
Women's health issues are significantly different from those of men 
yet the overwhelming majority of research on health has been with 
male subjects. The result has been an imbalanced health care service 
and delivery process, which incorrectly identifies women's health 
problems and provides inadequate services.36 Understanding the 
gender differences that affect women's health biologically, socially 
36 The research and evidence supporting these statements has been ably documented. See for 
example: Sex and Gender in the CIHR by Dr. Lorraine Greaves, BCCEWH 1999. 
and culturally is an important step in revising health policy in order 
to providing health services for women. 
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In addition, women's lives are embedded in their families and 
communities. In some respects, it is difficult to extract women from 
the lives and worlds they inhabit. This underscores the importance of 
the social determinants of women's health and an advantage to 
addressing broader areas of health. 
Specifically we are: 
~ Undertaking health research projects that are scrupulously committed to 
both academic and community standards of excellence and which 
contribute evidence based recommendations for women's health in 
policy, service delivery and bio-medical arenas. 
~ Facilitating and enhancing research capacity in both the university and 
community by training, education and sharing information with 
individuals and groups that wish to undertake research on women's 
health in the north. 
~ Promoting the implementation of participatory and community based 
research principles that will encourage results and interventions as part of 
the research process and that ensure the involvement of those "being 
researched" as part of the research process from design through delivery 
to completion and implementation of the results. 
~ Sharing the results of the research in a variety of formats and with a 
variety of audiences. 
~ Fostering research relationships among researchers, the community, and 
government agencies. 
~ Lobbying and advocating for a women's health agenda, locally, 
regionally, provincially and nationally. 
~ Promoting gender sensitive health care policy and services. 
Appendix D 
Date 
Contact Person ' s Name 
Dear Contact Person: 
Our project is about creating a network of women and organizations that have programs and 
services for women. The network would link communities through whatever means the 
communities feel would work best for them. Some ideas are to create and maintain a 
newsletter, internet discussion list or website which would have a list of resources of al l the 
communities in northern BC, and a database of information on health and social issues that 
affect the lives of women (we already have a database of resources for Prince George and the 
beginning of a information database on health and social issues). We would include any and 
all issues that relate to the determinants of women's health and well ness. 
The other piece of work will be to identify the strengths of the various communities in terms 
of the expertise they have gained in creating soluti ons and strategies to address issues that 
are of importance to their community. It would also identify ways in which they may be 
able to share with other communities who are addressing those same issues (kind of avoiding 
the reinventing of wheels). In my experience of living and working in various northern 
communities I have been a part of and learned about the incredible ways communities have 
found to work through issues with very little support from policy makers, government 
programs and ministry objectives. 
If communities are willing, we wi ll work together to create "community inventories" of 
particular ski ll s, expertise, training etc. as well as identify particular interests a community 
might have in accessing the expertise, ski ll s and training from other communities in the 
north. The objective is to be able to keep our "training dollars" in the north by using the 
expertise that we have rather than traveling south or bringing people in from the south who 
may not have an understanding of the unique issues related to living in northern, rural and 
remote communities. 
Out of all of this there is the hope that women will feel more connected in order to work 
together to address some of the crucial issues that were already of concern and now even 
more so due to the government cuts. These connections may create opportunities for 
communities to form partnerships in developing ways to address those issues. Our role 
would be to support this in any way we can . For example: by coming to communities for 
consultations, by coordinating training opportunities to build skills around such things as 
proposal writing, finding funding opportunities, building women's advisory committees etc. 
I look forward to talking with you about this. This is NOT about making more work for 
anyone- I will do all the coordination etc. What I will need from you is some ideas, your 
thoughts on the direction of the project and some connections to women like yourself in the 
other communities in your region. 
I am looking forward to having a chat with you. 
Christina McLennan 
Research Coordinator 
En!gendering the North Project 
Northern FIRE: The Centre for Women's Health Research at UNBC 
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NORTHERN FIRE: 
The Centre for Women's Hee 
Research at UNBC 
Mailing address: 
UNBC Annexe Room 220 
3333 University Way 
Prince George , BC, Canada 
V2N 4Z9 
Where Northern FIRE is: 
The UNBC Ospika Annex 
4055 151h Avenue 
Prince George BC 
Room 220 
How To Contact Northern Flf 
Phone (250)960-5602 
Fax 250-960-5644 
Email: 
northfire @ unbc.ca 
Website: 
http://www.unbc.ca/nsbccew 
Dedicated to building 
research teams and 
facilitating successful 
research projects on 
women's health in the Nor 
Appendix E 
Northern FIRE: 
The Centre for Women's H ealth Research at UNBC. 
WHO WEARE: 
• Formerly the Northern Secretariat of the BC Centre of Excellence for 
Women's Health, we undertake health and wellness research projects 
focused on the specific gender and social factors that determine women's 
health and wellness. 
WHAT WE DO: 
• Community based, participatory research about how to build ways for 
women to have a voice in health and social planning in your community 
WOMEN NORTH -The En/ gendering the North Project: 
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• Working with communities to find ways to share the best of our knowledge 
and skills, our problems and the ways our community solves problems, and 
• Looking at how we are working to make ours a healthy, happy community 
for all our women and their families. 
BECAUSE we believe that working together we have the ability to put an end to 
inequality for women in the north. 
WHAT WE KNOW: 
• Women and women serving organizations in northern communities are good 
at figuring out creative and fitting answers to health and social problems. 
• Women are willing to share their ideas and thoughts 
• Women are very busy people and we do not want to ask them to do more 
than they are already doing. 
WHAT WE OFFER: 
• A chance to get together to share your ideas and thoughts on women's 
health and wellness in your community 
• A chance to get together to plan for ways to make sure that women's 
concerns are included in provincial and community planning for health and 
social services and programs. 
FOR MORE INFORMATION PLEASE CONTACT: 
Christina McLennan: 250-960-5869 or northfire @unbc.ca 
Appendix F 
Community Gathering 
To Talk About 
Women's Social and Health Policy: 
Building on Our Strengths- Doing What We Do Best 
With 
Northern FIRE: 
The Centre for Women's Health Research at UNBC. 
• Are you interested in women's health? 
• Are you interested in finding out more about women's health and wellness? 
• Are you interested in helping us to work with your community in finding ways 
to make sure that women's ideas and thoughts are included in provincial and 
community planning for health and social services and programs? 
• Are you interested in telling us about what things makes your community a 
healthy place for women to live? 
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• Are you interested in telling other communities about what your community has 
to offer? 
If you have answered yes to any of these questions, then come on out and have some 
fun with us at: 
Please RSVP by faxing this invitation back to Northern FIRE at 250-960-5644 
OR 
Email your response to northfire@unbc.ca 
Please give this invitation to any one else who might want to come as well. 
Yes, I will be attending: 
Name: ________________________________ ___ 
Phone: _____ Fax: ______ Email: _______ _ 
Appendix G 
PLEASE JOIN US 
at a 
Community Gathering 
To Talk About 
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Women's Health and Wellness and to Build a Network of Northern 
Women 
If you answer yes to any of the following questions, this community 
gathering is for you -
• Are you interested in women's health? 
• Are you interested in helping your community find ways to make 
sure that women's ideas and thoughts are included in provincial 
and community planning for health/ social services and 
programs? 
• Are you interested in talking about the things that make your 
community a healthy place for women to live? 
• Are you interested in telling other communities about what your 
community has to offer? 
WHERE: 
WHEN: 
FOR MORE INFORMATION CONTACT: 
Northern FIRE: The Centre for Women's Health 
Research at UNBC via telephone at 250-960-5869, 
by fax at 250-960-5644, or by e-mail at 
northfire@unbc.ca 
Appendix H 
WOMEN NORTH 
Community Gathering- Name of Location 
Wednesday, July 24, 2002 
10:00-3:00 pm 
AGENDA 
Introductions: 
1. Northern FIRE- handout in package 
• Christina and Christina 
2. Women North Project- handout in package 
• Overview 
• Research 
• Impacting on Policy- overall goal of creating a network . 
3. Group participants 
• Name? 
• Representing? 
4. Group Guidelines- simple statement around respect and ensuring a space 
for everyone ' s voice. 
Setting the Context: 
1. Housekeeping 
2. Agenda 
3. Introduce evaluation forms (ask them to keep track during the day). 
4. Overview of Package: 
• Social Determinants of Women's Health- large group discussion-
handout in packages. 
• Overview of Women-Centred Health Care . 
• BC Women's Abuse Response Program Training . 
Visioning Session 
l. ''What your communities look like when women are healthy 
and well?" 
• What is it about your community that supports women's 
well ness? 
2. Break into groups to draw the vision. 
3. Presentation from each group - flip chart comments. 
• Discussion of themes focusing on the strengths and positives . 
Lunch 
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1000- 1045 
1045- 1100 
1100- 1200 
1200-1300 
Community Inventory 
I. What is a community inventory? 
2. How can this be useful? 
3. Introduce form and complete a community form. 
4. Participants complete: 
• One for selves. 
• One for agency/services. 
5. Compilation and dissemination of information (WebCT, website, 
information to participants to distribute and maintain). 
Action Planning: Large Group Discussion 
1. Overview of main themes. 
2. Action planning: Where to from here - how can we ensure that we stay 
connected, future projects? 
Explore networks within communities 
• What is already in place? 
• How do they do it? 
• What do they need to increase it? 
• How does impacting on policy fit within your community network? 
Connecting with a larger network 
• Web CT . 
• Is a regional network important to you and why? 
• What would make this feasible? 
• Can impacting on policy be supported through connection with a regional 
network? 
Small group discussion/brainstorming - action planning about network 
Closing 
1. One word to describe today . .. 
2. Thank you to contact person. 
3. Evaluation form. 
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1300-1345 
1345- 1445 
1445- 1500 
Appendix I 
Community Health Promotion Coalition 
DEFINITION AND PRINCIPLES OF 
COMMUNITY -BASED RESEARCH 
Community-based research is first and foremost about people. Community-based research is 
becoming increasingly important in the health care field as communities are being required to take 
greater ownership and control over decisions affecting their health . 
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Community-based research is a collaboration between community groups and researchers for the 
purpose of creating new knowledge or understanding about a practical community issue in order to 
bring about change. The issue is generated by the community and community members participate in 
all aspects of the research process. Community-based research therefore is collaborative, 
participatory, empowering, systematic and transformative (Hills & Mullett, 2000). 
Community-based research is guided by a set of principles (Hills & Mullett, 2000) that include: 
1) A Planned Systematic Process 
Community-based research is a systematic process requiring careful planning of each stage. 
Most community workers begin researching by asking questions about their programs, the 
needs of their clients, the effectiveness of their work, whether new ideas are feasible, 
possible solutions to existing community problems, and so on. These are potential research 
activities, with the distinction being that community-based research formalizes the 
community issue into a researchable question, and systematically plans for "data" collection 
and analysis, and presentation of the results. This formalized research process creates new 
knowledge upon which to base practice. It is the focus on knowledge development that 
distinguishes community-based research from community development. 
2) Relevant to the Community 
Community-based research must have a high degree of relevance to the community. 
Community-based research focuses the research endeavour to the context of daily work 
activities in order to solve problems and help make those activities more effective and 
ultimately more satisfying. The research should result in decision-making by the community 
(i .e. individuals, community agencies, health units, program managers, etc.) or provide 
information which is in some other way directly useful to the community in which it is 
initiated. 
It involves asking questions such as : 
o What are the practical problems we are facing in our work in the community? 
o What are some questions and concerns regarding the community and health-related 
activities within that community? 
o What issues are the focus of community attention? 
Questions such as these guide the selection of meaningful research topics and provide for 
the development of appropriate research questions for community-based research. 
3) Requires Community Involvement 
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In community-based research, the community is actively involved in and understands the 
research process. The research is driven by a partnership between the community and 
researchers, and tends to be multi-disciplinary in nature. It is a collaborative effort involving 
the community at all stages of the research process. The level of community and or 
researcher involvement may vary at each stage of the research, but it involves joint 
responsibility and decision-making during every step. It requires the researcher(s) and the 
community stakeholders to share power and control of decision-making throughout the 
process. In a community-based research process, the distinction between the researcher and 
the researched may be minimized or eliminated. Rather than viewing participants as making 
"equal" contributions, in the sense of doing the same thing, community-based research 
emphasizes the unique strengths and contributions of the participants. It goes beyond respect 
and trust for the person and includes valuing the work and perspectives of each participant. 
It is a synergistic alliance that maximizes the contributions of each participant and it focuses 
on shared responsibility for the research and research process. 
4) Problem-Solving Focus 
Effective community-based research is usually designed to illuminate and solve 
practical problems. This problem-solving focus means that the research deals with 
a problem or practical issue which has been identified by the community as being 
important to the life/health of that community. The primary objective is frequently 
to guide decision-making, so effective community-based research focuses on gains 
to the community through both the results and the research process itself. It focuses 
on change by creating solutions for existing problems and identifying future actions 
and policies that will most likely contribute to the health of the community. 
5) Focuses on Societal Change 
Unlike conventional orthodox research, which focuses on prediction or understanding alone, 
community-based research seeks to bring about change. It is premised on the fact that 
engaging in a participatory, collaborative research process, and being involved the decision-
making about that process is empowering and transforming. Engagement in the process 
allows people to develop new ways of thinking, behaving and practising. 
6) Sustainability 
With orthodox research and many forms of qualitative research, at the end of the research, 
the project ends as well. In community-based research, there is a lasting contribution that is 
made to the community by their involvement in the research process. This may be in the 
form of a new program that is ongoing, or a new service that is delivered. At times products 
such as manuals or workbooks may be created. One of the most significant contributions is 
the enhanced capacity of the community to continue to engage in future research or 
evaluation. The acquisitions of new skills and knowledge related to research and evaluation 
is an essential component of community-based research. 
•• 
. 
Appendix J 
Women North Project 
En/gendering the North: Linking Women's Organizations 
A Northern FIRE Outreach Project 
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Northern FIRE: The Centre for Women's Health Research at UNBC has a dream: to get out 
on the road and talk to individual women, their organizations and agencies that serve 
women. We want to find ways to share the best of our knowledge and skills, our problems 
and solutions, concerns and visions. We believe we have what we need, to address the 
severe inequities facing women in the north . 
How many times have you heard the phrases "we are living an information revolution" or 
"technology has made information on everything accessible to everyone"? Yet do you feel 
that empowered? Do you feel you have all the information you need? Often finding the 
right information is difficult as well as finding information that is relevant to your life in the 
North . 
Do you feel that you are re-inventing the wheel as you are building your organization, 
program or project? You know others have had similar experiences. What were their 
strategies, what has made them effective? 
The En/gendering the North project wishes to provide opportunities for women, women 
serving organizations, community health organizations, and front-line workers in northern 
and rural communities to communicate and work with other communities in similar 
circumstances. 
One of the primary objectives of the En/gendering the North project is to facilitate the 
expansion and creation of a northern women's network which will act as a support and 
resource for organizations, making their jobs easier. Some of our strategies for doing so 
include: 
• Establishing an internet/emaillistserve on northern women's health to 
share health and wellness information, and to share ideas about what 
works and what does not. 
• Developing a comprehensive contact list identifying all women serving 
organizations, a brief overview of their services, and their work related 
skills that they can hire-out or share (for example; group facilitation 
skills). 
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• Document and disseminate best practice responses to women's health and 
wellness questions, violence against women and women's equality. 
Women's organizations in various communities will work together on 
joint research projects and their evaluation. 
• Develop an extensive internet-available repository of information and 
data concerning women's health and wellness. 
• Outreach: building on the existing network and extending it to include 
smaller and isolated communities. Develop and jointly run workshops 
with partners in various communities to initiate dialogues and discussion 
on health and social policies as a starting point to prioritize and strategize 
actions. 
• Plan and fundraise for a two-day forum to bring women together for the 
development of community and regional strategies and priorities. 
• Assist and support the establishment of women's voice on health boards, 
community boards and government bodies in northern and rural 
communities. 
Northern FIRE: The Centre for Women's Health Research at UNBC 
3333 University Way, Prince George BC V2N 4H9 
Ph: 250-960-5602 Fax: 250-960-5644 
email: northfire@unbc.ca or mclennac@unbc.ca 
Appendix K 
The Northern Experience: 
A Social Determinant of Women's Health 
Living in the North is exacerbated by a sense of isolation and alienation due to geographic barriers . 
Women in the north live, for the most part, far from services supporting women's health and 
well ness . 
Living in the north intensifies the marginalization of women: 
• Employment- opportunities are reduced or non-existent 
• Social groupings- opportunities for social and leisure activities are decreased 
• Small towns- confidentiality and trust issues affect women's abi lities to access 
health care services 
• Harsh climate- adds to or increases the isolation of women in the north 
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• Transportation and travel- Climate and geography make travel and transportation 
barriers for women li ving outside of the urban centres. 
• Masculine space- the north as a place framed by resource economy needs and 
frontier style li festy les has relegated women to secondary support roles. 
• Race relations - Race intersects with gender as a determining factor in the quality 
of women's lives and health in the north. 
• Immigration patterns- internal and external migration patterns has ensured a 
legacy of transience and impermanency in the north. Loss of family members, or 
trusted health care providers reduces the sense of supports that can be relied upon. 
Appendix L 
Date of event: 
Title of event: Women North Gathering 
FEEDBACK 
What HELPED my learning or development today? 
What HINDERED my learning or development today? 
INTERESTING points 
IDEAS for improving presentations like this 
Any other comments 
Other PLUS points 
if 
Other MINUS points 
.)J. 
This event deserves _11 0 
Northern FIRE: The Centre for Women's Health Research, UNBC, Prince George BC V2N 4H9 
Ph: 250-960-5602; fx; 250-960-5644; email: northfire@unbc.ca 
Evaluation formed adapted from TOOLS FOR CHANGE 
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Appendix N 
WOMEN NORTH: 
BUILDING ON THE STRENGTHS OF OUR COMMUNITIES 
COMMUNITY INVENTORY 
(Communities) 
Please attach extra sheets if more space is needed to answer questions. 
Community: (location and/or cultural etc.) 
Agencies or Organizations in your community that offer services to women: 
What particular strengths does your community have that promotes health and wellness for 
women ie: places and programs for women, strategies developed to address particular issues 
such as poverty, violence, housing, education etc., and anything else you would like other 
communities to know about: 
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What are your community's interests and concerns about women's health and wellness that they 
would like more information on: 
Other comments: 
Appendix 0 
WOMEN NORTH: 
BUILDING ON THE STRENGTHS OF OUR COMMUNITIES 
COMMUNITY INVENTORY 
(Agencies and Organizations) 
PI h dd. . I . £ . .f d . . ff . ease attac a 1t10na m ormat1on 1 space reqmre IS msu 1c1ent 
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Agency or Organization: Community: (location and/ or cultural 
etc.) 
Mailing Address: Contact Info: 
Contact Person: 
Phone: Fax: 
Email: 
Agencies or Organizations ... 
That we work with: 
That we appreciate: 
What interests, talents, skills, education, and training etc. does your agency or organization offer 
to your community and colleagues AND that you would like other agencies, organizations and 
communities to know about: 
• • 
• • 
• • 
• • 
• • 
• • 
What interests or concerns do you have that you would like to know more about: 
• • 
• • 
• • 
• • 
• • 
• • 
Other comments: 
Appendix P 
WOMEN NORTH: 
BUILDING ON THE STRENGTHS OF OUR COMMUNITIES 
COMMUNITY INVENTORY 
(Individuals) 
PI ease a ac ex ra s ee 1 you nee h ts ·r d tt h t more space o answer ques Ions. t f 
Name: Community: (location and/ or 
cultural etc.) 
Mailing Address: Contact Info: 
Phone: Fax: 
Email: 
Agencies or Organizations ... 
Where I work: 
That I support: 
That I appreciate: 
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What interests, talents, skills, education, and training etc. do you offer to your family, 
friends, community, voluntary or paid work AND that you would like other people, 
agencies and communities to know about: 
• • 
• • 
• • 
• • 
• • 
• • 
What interests or concerns do you have that you would like to know more about: 
• • 
• • 
• • 
• • 
• • 
• • 
Other comments: 
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Appendix Q 
Informed Consent for Completion of the Community Inventory Forms for the 
Women North Project 
(A Status of Women project with Northern FIRE: The Centre for Women's Health 
Research at UNBC) 
By signing this informed consent form I understand that: 
• If I provide my name on the community inventory forms, I am agreeing that 
1. The information I have provided will be used in a database of 
information that will be accessible by individuals, organizations and 
communities who are part of the Women North Network. 
2. The information I provide on the form may be used in a research 
report, however, will not identify me or the community I live in. 
• If I choose NOT to include my name on the community inventory form, the 
information I provide will ONLY be used anonymously in the research report 
and will not identify me or the community I live in. 
Signature _________________ _ 
Date: __________________ ___ 
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Appendix R 
WOMEN NORTH 
Prince George Gathering - Schedule of Events 
September 27 and 28, 2002 
Fridav- 6 to 9 om: Gettinl! to Know Each Other ... 
[UNBC Conference Centre, Room 6-205] 
6:00-6:10pm 
Welcome from Northern FIRE: Dawn Hemingway, Social Work; Jo-Anne Fiske, First 
Nation' s and Women's Studies; Catherine Nolin, Geography; Lynda Williams, Centre for 
Teaching and Learning. 
6:10-6:30pm 
Introduction of the Women North team: Dawn Hemingway, Jo-Anne Fiske, Christina 
McLennan, Christina Rodrigues, Brenda Roland, Helen Domshy, Lynda Williams, 
... Stories of the Project. .. 
6:30-7:30pm 
Circle of participants: Introducing Ourselves .... name, community, interests ... 
7:30-8:15pm 
* Dancing with Dunster 
* Brenda Roland: It's a Woman Thing ... 
8:15-9:00pm 
Mingling, networking, feasting ..... 
9:00pm Closing and Preparations for Saturday 
Saturday- 8 am to 4 pm [UNBC Conference Centre, Room 6-205] 
8:00-8:30pm 
Registration and Continental Breakfast 
8:30-9:00am 
Welcome: 
• To the territory- Vanessa West: Lheidli T'enneh band 
• Official UNBC Welcome from Dr. Deborah Poff, UNBC Vice-President Academic 
• From Northern FIRE Research/Management Team and Women North Team 
• Introduction: Agnes Lui , Status of Women Canada: Project Funder 
• Words of Wisdom: Helen Domshy 
9:00-lO:OOam 
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Panel discussion: Northern Women's Health Research: What's Happening? What are 
Community Needs? How can We Strengthen/Develop this Work Together? 
10:00 -10:15am 
Break with refreshments 
10:15 -11:45am [Room 5-116- Library Building Computer Lab] 
Workshop: A Hands-On Introduction to the web-based Women North Network. Come 
see the incredible work of our "Designing Women" .... Learn more about the Network and 
let us know what you think ... 
11:45am-1:15pm 
Buffet lunch, information booths and an opportunity for networking/discussion 
1:15- 2:45pm 
Breakout groups: How Can We Impact Policy in the Northern Health Authority? 
1. Addressing the Needs of Older Women/Seniors Issues: Conference Centre. Room 306 
2. Violence Against Women/Children; Safety Issues: Conference Centre, Room 307 
3. Crosscultural/Intercultural Health Issues/Relationships: Conference Centre. Room 311 
4. Mid-Life Issues/Alternative Healing/ Health care: Conference Centre, Room 312 
5. Poverty/Social Services/Legal Aid: Conference Centre. Room 205 
6. Designing Women: More About the Web-based Women North Network: 
Computer Lab, Library Building. Room 5-116 
2:45-3:30pm 
Plenary Session: 
Breakout groups report back 
3:30-3:45pm 
Evaluation and snacks 
3:45-4:00pm 
Closing remarks 
LET'S MAKE THIS THE BEGINNING OF SOMETHING GREAT FOR THE WOMEN 
OF THE NORTH ! 
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Appendix S 
WOMEN NORTH 
Your participation in evaluating this gathering and this project are important. 
Please take some time to reflect and provide feedback! 
Prince George Gathering at UNBC- September 27/28,2002 
• What did you enjoy the most about the past two days? 
• What did you enjoy the least about the past two days? 
• Ideas for improving events like these: 
• Do you think that participation in this project has, can or will contribute to 
changes being made by you or your community? How? 
• Do you think these changes can or will contribute in any way to improving our 
lives as women living in northern, rural, or remote communities? If yes, how? 
• Do you think these changes can or will contribute to improving the lives of First 
Nations, ethnic minority, lesbian/bisexual or women with disabilities? If yes, 
how? 
Thank you for taking the time to provide feedback about this event and this 
project! 
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I RESUME COURSE I COURSE MAP I LOGOUT I HELP 
nm~mm~ffim~lWNORTH:WomenNorth 
Home • PG Gathering photos 
u 
WlmRTH: Women tlorth 
Home 
Appendix U 
[ie ~dit ~iew F~vorites Iools tlelp 
Women N ort~ N etwor~ 
A Nort~rn FIRE Project 
Funre3 ~ status of Women cam~3a 
Social Work Week 
Milrd 23-30,2003 "Social Justice Builds Commllllity -Social WorkMilk~s Sense" Pleast watchforfiulher 
details. 
About Women North 
Email within Women N01th WebCT 
Network 
Community Events 
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